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THE PRESENT STATUS OF ARTIFICIAL INSEMINATION 
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RTICLES dealing with considerations of 
the so-called ‘test tube” baby have 
aroused great interest in the minds of 
the lay public recently. It would seem 

that there is something of the dramatic, if not of 
the lurid, in the discussion of artificial insemina- 
tion. Following a review of some of the recent 
literature, and as a result of a small number of 
artificial inseminations carried out, an attempt 
to re-evaluate the position of artificial insemi- 
nation in the treatment of sterility seems ap- 
propriate. 

It is imperative to differentiate between homol- 
ogous and heterologous artificial insemination as 
designated by Israel. The former term refers to 
insemination of a wife with her husband’s semen, 
while the latter connotes the use of donor semen. 
The indications, techniques, and medicolegal 
aspects of the two procedures are entirely differ- 
ent and it is obvious that heterologous artificial 
insemination carries with it certain mora] and 
psychological implications which are wholly absent 
when the husband’s semen is used. 

From the literature and from personal com- 
munications it is evident that there are extremely 
diversified feelings among physicians relative to 
participation in the practice of heterologous arti- 
ficial insemination because of the moral and legal 
implications. In view of the increased interest 
in artificial insemination during the last few years 
one is impressed with the need for accurate legal 
and theological expression. It is imperative that 
any consideration of the practical aspects of the 
procedure must include these implications. 


From the Department of Obstetrics and Gynecology, North- 
western University Medical School. 


Before proceeding to further discussion of 
these matters it seems propitious to present the 
indications and techniques of artificial insemina- 
tion from a purely medical viewpoint. 


INDICATIONS 


Heterologous. The indications for the employ- 
ment of heterologous artificial insemination in the 
treatment of infertility seem relatively clear. Sim- 
ply, they consist of the established sterility of the 
husband and the apparent fertility of the wife. 
The procedure should be reserved for couples in 
which the husband approaches absolute sterility. 
The line between absolute sterility and relative 
infertility is difficult to draw and, of course, in the 
evaluation of any given case it must be estab- 
lished arbitrarily. There are cases on record in 
which fecundation had occurred when the sperm 
count had been 19,000,000 per cubic centimeter or 
less (3,11). Cary reports marital pregnancies in 
two couples 1 and 3 years, respectively, after de- 
livery of a child conceived as the result of heter- 
ologous artificial insemination. If a husband is 
thought to be potentially fertile, consideration of 
donor semen should be abandoned, and, with urol- 
ogic consultation, fertility should be promoted, if 
possible, to the degree where intramarital im- 
pregnation is feasible. Such efforts are certainly 
warranted and in these cases the use of donor 
semen seems unwise. Conservatism in borderline 
cases surely should be the rule. It goes without 
saying that satisfactory general and pelvic health 
of the wife should be included among the indica- 
tions for heterologous artificial insemination. 

Other indications for the use of heterologous 
artificial insemination have appeared in the lit- 
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erature. Halbrecht has employed the procedure 
in cases of habitual abortion, Gierke’s disease, 
and night blindness. Potter and Willson have 
reported a case in which heterologous artificial 
insemination from an Rh negative donor resulted 
in the birth of a normal child to a mother who had 
previously had erythroblastotic twins. A large 
number of constitutional or mental diseases, 
if present in the husband, might also be con- 
sidered indications for heterologous artificial 
insemination. It is obvious that such indications 
are based upon the inadvisability rather than the 
inability of the husband to foster a child. Such 
decisions are necessarily weighted more with the 
elements of personal opinion and evaluation and 
should be made with considerable caution. I doubt 
that we, as doctors, have the right to deliberately 
deny a husband the right of fatherhood, and to 
decide that heterologous artificial insemination of 
his wife is indicated, even though from the stand- 
point of pure eugenics such a course might at 
times be advantageous. 

Homologous. While there is little disagreement 
relative to the medical indications for heterol- 
ogous artificial insemination, there is by no 
means a comparable unanimity of opinion con- 
cerning the indications for artificial insemination 
by use of the husband’s semen. 

Cary states that the indications for the in- 
jection of the husband’s specimen into the uterine 
cavity for the relief of sterility are relatively 
rare. He states that the inability of sperm cells 
to migrate to the cavity of the uterus because of 
weakness of the specimen or chemical or mechani- 
cal obstruction of the cervical canal constitutes 
the general indication for the procedure. Cary 
feels wholly unprepared to fix the standard cri- 
teria of semen defects which may justify or con- 
traindicate the procedure. 

Guttmacher makes the pertinent comment that 
if the spermatozoa are so pathologic that they 
need a 3 inch boost on their 6 inch journey they 
probably will be sterile anyway when face to face 
with a fertile egg. Guttmacher divides the in- 
dications for artificial insemination into three 
groups. One group considers the sterile husband 
and in this group a donor’s semen is indicated. 
A second group includes the cases in which in- 
travaginal coitus is mechanically impossible. The 
third group includes an “all inclusive” group of 
10 conditions which represents a composite from 
the works of Schorohawa, Schultze, and Cary. 
Listed among this all inclusive group are ante- 
flexion, retroflexion, conical cervix, hypoplasia 
of the uterus, relaxed perineal body, salpingo- 
oéphoritis, endometritis, enlarged uterus, cer- 
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vical stenosis, or endocervicitis and subnormal 
semen. There is considerable difference of opinion 
as to the therapeutic value of the procedure in 
these conditions. Guttmacher expresses an over- 
whelming skepticism of the value of artificial 
insemination in the treatment of ordinary sterility, 
and indeed it is difficult to understand how any 
advantage might accrue from the procedure in 
the presence of many of the conditions listed. 
There can be little doubt of the value of homol- 
ogous artificial insemination in cases in which 
intravaginal coitus is impossible because of hy- 
pospadias, impotence, vaginismus, tumors, or 
obesity. 

There are several accounts in the literature 
in which sterility of ‘‘unknown cause”’ has con- 
stituted an indication for homologous artificial 
insemination. The latest of these appears in the 
September, 1946 issue of Human Fertility by 
I. Halbrecht. His results along with those of 
others have not been gratifying. To employ 
homologous artificial insemination in such cases is 
to grasp at a last straw ina vein of wishful think- 
ing as such treatment is not predicated on any 
scientific rationale. 

Greenhill gives two reasons only for homolo- 
gous artificial insemination. They are (1) the 
inability of the husband to deposit semen within 
the vagina, and (2) the inability of the sperma- 
tozoa to gain access from the vagina or external 
os to the uterine cavity. Along these same lines 
Meaker has defined the indications as ‘‘two, and 
two only: a persistent fault of delivery-reception; 
and an incorrigible hostility of the endocervical 
secretions.” 

The logic of Greenhill’s and Meaker’s con- 
tentions seems clear. Summarily, perhaps the 
indications for homologous artificial insemination 
may best be defined as those conditions which 
prevent the sperm from (1) gaining access to the 
external os of the cervix, and (2) passing through 
the cervix to the uterine cavity. 

Included among the indications in the first 
group are hypospadia, vaginismus, severe dyspa- 
reunia, impotence, premature ejaculation, tumors, 
obesity, and severe malpositions of the uterus 
such as severe retroversion. The second group 
consists of conditions in which the cervical se- 
cretions remain hostile in spite of persistent 
attempts to correct them. 

A good deal has been written relative to “‘hos- 
tile secretions’ of the cervix. Weisman, in 
studying spermigration in female secretions, lists 
four types of cervical hostility: mechanical, bac- 
teriologic, chemical, and serologic. On close study 
of the four types there appears to be considerable 
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overlapping. Infection with its impaired drainage 
is the keynote, and the production of an infected, 
viscid, mechanically obstructing mucous plug with 
a lowering of the pH tends to make the endocervix 
hostile to the upward migration of spermatozoa. 
The question of serologic hostility is a separate 
and interesting consideration. From some per- 
sonal observations recently made it would seem 
unlikely that hostility of the cervical secretions 
is due to serologic incompatibility. 

Whatever the composite basis for it, hostility 
of the secretions exists as a real factor in the 
prevention of spermigration. Huehner’s test was 
devised to detect such incompatibilities between 
the spermatozoa and cervical secretions and as 
such should be helpful in anticipating which 
cases might be appropriate for the employment of 
homologous artificial insemination. Such insemi- 
nation is indicated in the presence of an unsatis- 
factory Huehner test only after every effort has 
been made to rectify cervical pathology and to 
improve the cervical secretions. As always, the 
primary effort should be directed toward treating 
any apparent cause for infertility rather than 
toward resorting to artificial insemination to 
effect conception in the face of pathology. 

TECHNIQUE 

Heterologous. Perhaps a discussion of the de- 
tails of the mechanical] transfer of seminal fluid 
should be prefaced by a word of caution relative 
to the careful selection of patients. It has been 
emphasized by Guttmacher that heterologous 
artificial insemination should never become an 
“assembly line’ procedure, but that it should be 
reserved for couples who qualify for this somewhat 
radical procedure only after close evaluation. 
Such evaluation is obviously difficult in many 
instances in which a patient and her husband pay 
only one or two preliminary visits to the office 
prior to the insemination. It is imperative that 
the physician attempt to learn everything possible 
about the couple and their feeling toward the 
procedure. Heterologous artificial insemination 
should never be urged upon anyone and should 
only be considered when both the husband and 
wife solicit the services of the physician with real 
sincerity. If there is any evidence of reluctance 
or indifference on the part of either partner, the 
procedure should be abandoned. The decision of 
a couple to subject the wife to artificial insemina- 
tion with donor’s semen should be predicated 
upon a thorough knowledge of the procedure in 
all its implications. It is within the physician’s 
province to acquaint prospective couples with 
these aspects in much the manner in which they 


OF 





ARTIFICIAL INSEMINATION 


523 


appear in this article. A continued desire to 
proceed, after full realization of all the ramifi- 
cations of the procedure, should testify to the 
couple’s sincerity of intent, and should qualify 
them among the carefully selected group. 

Even though patients are carefully selected, 
I believe, unlike Guttmacher, that signed papers 
are necessary for the protection of the physician. 
Both the husband and wife should sign such a 
paper which expresses their desire for the physi- 
cian’s services relative to the procedure and 
which absolves him from any responsibility con- 
cerning complications which may arise from it. 
Legal documents should be drawn up with the aid 
of counsel and should be considered only as pro- 
tection for the physician. Such papers should be 
kept in a private vault and not with other ac- 
cessible office records. 

The selection of the donor should likewise be 
undertaken with care and only by the physician. 
Prearrangement, whereby a blood relative serves 
as the donor, is fraught with potential emotional 
hazard and possible social and legal repercussions. 
Complete anonymity is imperative. Conse- 
quently, the selection of the donor is entirely the 
physician’s responsibility. Barton and others 
have given a detailed account of the various 
factors which they deem important in the careful 
selection of donors. Included by them among the 
requirements for selecting the donor are (1) he 
should have at least two children of his own, (2) 
he must be of mature age so that his character 
and reliability can be assured, and (3) his sperm 
count must be over 30 million. 

In our own small series of cases, we have used 
as donors the members of the house staff of 
two university affiliated hospitals or students 
from the medical school doing senior hospital 
work. Such individuals have been unmarried in 
most instances and this lack of family has not 
appeared as a disadvantage especially in view of 
the anonymity of the procedure. Under such 
conditions the lack of an available object for the 
parental drive seems of lesser importance. Such 
donors are for the most part of a younger age 
group than that felt to be advantageous by Bar- 
ton and her coworkers. Inasmuch as these workers 
have confessedly stated that one of their chief 
difficulties lies in the fact that most mature men 
have low fecundity, I wonder if the younger in- 
tern group might not offer more advantage inso- 
far as higher fertility is concerned. Surely an 
intern has begun to manifest enough evidence of 
character so that his value as a potential donor 
can be determined. The arbitrary standard of 30 
million sperm per cubic centimeter seems low in 
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considering that we have free reign in the donor 
selection. Perhaps twice or three times this sperm 
count would be more appropriate as a minimum. 
Every effort should be made to select donors 
who enjoy excellent health and in whom the fam- 
ily history is satisfactory. Physical and racial 
similarity to the husband should be observed. 
The use of specimens from more than one donor 
or the use of a donor ‘‘pool” would increase the 
anonymity of the procedure and perhaps war- 
rants a trial. If the wife is found to be Rh neg- 
ative, an Rh negative donor should be used. One 
donor is capable of siring a great many children 
and if anonymity is maintained it is feasible that 
sibs may become numerous in any given commu- 
nity without knowledge of the fact. Intermar- 
riage is at least a theoretical possibility and such 
a danger should restrict the use of a single donor 
to a small number of cases. 


COLLECTION AND TRANSFER OF SEMINAL FLUID 


The collection and transfer of seminal fluid 
should be carried out in such a way as to ap- 
proximate as closely as possible the physiology of 
normal intercourse. Such procedure is simple of 
execution. The specimen is collected in a clean 
glass preferably by masturbation. Although there 
may be some psychological or moral disadvantage 
inherent in this method, the cleanliness of col- 
lecting the specimen, the definite control of the 
time iactor, and the convenience to all parties 
concerned make it most practical. Much has 
been written relative to the duration of viability 
of normal sperm. There is no question that speci- 
mens will remain potentially fertile for several 
hours and perhaps much longer if they are kept 
cool. However, there is no need for delay in 
making the transfer. Nature does it directly and 
a lack of homogeneity of the specimen does not 
present a contraindication to the physician’s at- 
tempt to simulate nature. It is not impractical 
to have the patient prepared prior to the collection 
of the specimen. 

There have been variations described in the 
technique of injecting the seminal fluid. It is 
essential to realize that we are dealing with 
normal spermatozoa and with a woman of pre- 
determined normal fertility insofar as such a 
factor can be evaluated. Consequently, all that is 
essential is to deposit the semen upon the external 
os in as simple a manner as possible. This is best 
done by placing the patient in lithotomy position 
and exposing the cervix with a speculum. The 
entire ejaculate is drawn into a clean 5-10 cubic 
centimeter syringe with Luer adaptor and is ex- 
pressed onto the external os of the cervix. There 
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is no indication for intrauterine or intracervical] 
insemination. Such a procedure is unphysiological 
and carries no inherent advantage. The patient 
is kept in the dorsal position with hips elevated 
for from 20 to 30 minutes and then allowed to 
leave. Cary has performed the insemination with 
the patient in Sim’s position and then kept her 
in the dorsal position for the ensuing half hour. 
Halbrecht says that his patients sit quietly for 
10 or 15 minutes and are not required to lie down. 

Preliminary douches of fortified Ringer’s solu- 
tion as described by Hotchkiss and MacLeod, or 
of 10 per cent glucose or alkaline solution as used 
by Halbrecht are of unproved value in heterolo- 
gous artificial insemination. The latter author 
states that such douches did not affect his results. 

It is apparent that if the procedure is to meet 
with success it must be carried out during the 
fertile portion of the menstrual cycle. All ad- 
juncts to the determination of the time of ovula- 
tion are of value. Studies of the cervical mucus, 
vaginal smears, biopsies, occurrence of ovulatory 
midcyclic pain, and recordings of basal tempera- 
tures are all helpful. In general it may be said 
that the most likely time for ovulation and hence 
the most optimum time for artificial insemination 
is on the fourteenth day prior to the onset of 
the subsequent menstrual] period. If 3 trials are 
carried out each month at 2 day intervals with 
the second trial falling on the optimal date, the 
chance for success is excellent. 

There is, of course, no way to anticipate how 
many efforts may be required to effect conception 
in any given case. Success is in part a matter of 
chance just as it is in normal fertile marriages. 
It is well to explain to prospective patients and 
donors that repeated efforts may be necessary. 
They may become discouraged if pregnancy is 
not promptly achieved. There have been cases 
reported in which success followed only after 
months and even years of effort. If after 3 months 
or 9 inseminations conception has not occurred 
the donor is changed. Incidentally, the donor fee 
has been arbitrarily established at twenty-five 
dollars the first month and ten dollars the second 
and third months, a total of forty-five dollars for 
9 specimens, if 9 are needed. 

In brief, the technique of heterologous artificial] 
insemination should be made as simple as possible 
and should attempt to reproduce the process of 
insemination as it occurs physiologically during 
normal intercourse. 

Homologous. The semen specimens for insemi- 
nation from husband to wife are collected by con- 
domistic intercourse, coitus interruptus, or again, 
and preferably from a practical standpoint, by 
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masturbation. Prompt transfer of the specimen, 
lithotomy and slight Trendelenburg position of 
the patient, exposure of the cervix, and selection 
of the optimum period of the month are all 
carried out as described under heterologous 
artificial insemination. When the indication for 
artificial insemination from husband to wife is 
because of faulty delivery of the sperm to the 
external os, for one or more reasons as given under 
indications, the transfer is made directly to the 
external os as described for the use of donor 
semen. Once more efforts should be directed 
toward reproducing the physiology of normal 
intercourse. Barton and others have allowed the 
wife to practice self insemination in cases in 
which impotence, dyspareunia, or ejaculatory 
failure were the indications. Such inseminations 
were, of course, intravaginal. It seems that the 
procedure would be better controlled by the 
physician with the cervix. under direct vision 
and the patient in lithotomy position. 

However, it is the group in which hostile 
cervical secretions represent the indication in 
which there is definite difference of opinion rela- 
tive to the detail of technique. Guttmacher and 
Cary advocate intrauterine insemination in this 
group. Cary warns that not more than 0.6 cubic 
centimeter of semen is used so as to avoid getting 
it into the tubes or abdominal cavity where colic 
or possibly inflammatory reaction may occur. 
Barton and her coworkers have placed the cannula 
from 1/4 to 1/3 inch into the cervix in cases of 
“defective cervical invasion” and have very care- 
fully injected a small quantity of semen. They 
caution against forceful injection as recommended 
by Guttmacher and others because of the danger 
of getting semen into the endometrial cavity. 
Israel points out the fact that the irritating 
effect of semen may institute uterine contractions 
which tend to prevent the upward migration of 
spermatozoa. The menstruallike cramps occurring 
immediately after occasional intracervical in- 
seminations, in which some semen may have 
entered the uterus, lends credence to Israel’s 
contention. Halbrecht (10) has abandoned the 
intrauterine method because it was “not without 
harm” and required cervical dilatation. Intra- 
cervical insemination seems to be the most logical 
in these cases. In intrauterine insemination, as 
described by the Germans, the patient is hos- 
pitalized, taken to the operating room, and in- 
seminated under “sterile” conditions with a 
catheter in the uterine cavity; however, this 
method seems to offer no advantage and is fraught 
with potential hazard. Even under favorable 
circumstances semen cannot be considered sterile. 
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Bickers reports a case in which a pelvic abscess 
developed following an insemination in which 
some fluid entered the uterine cavity, and points 
out the danger of uterine insemination because 
of the fact that semen is not sterile. Franz has 
reported a case of fatal sepsis which followed 
intrauterine technique. 

Guttmacher has reported that he has been 
working on the so-called spreading factor of 
Schwenk and Tislowitz. It is a testicular enzyme 
which dissolves mucus and has been applied to 
the ce1vix prior to artificial insemination. Any 
benefit therefrom remains unestablished. Gutt- 
macher also comments on the fact that only 1 
conception has followed insemination by material 
aspirated from the testis, and points out the use- 
lessness of this procedure. 


RESULTS 


It is exceedingly difficult to evaluate the results 
of artificial insemination subsequent to a review 
of the literature. The indications for the pro- 
cedure in the hands of different authors are quite 
varied and are often not clearly given. There is 
commonly no definite differentiation between 
heterologous or homologous types, especially 
among the early writers. The technique has been 
as varied as the indications, sometimes being 
described as intrauterine, sometimes as intra- 
cervical, and sometimes as intravaginal. The 
number of inseminations each month, as well as 
the number of cycles through which efforts have 
been maintained, differ among various authors. 
With so many variables, statistics are difficult of 
interpretation. 

Among the early reports is one of Schorohowa 
which lists 88 cases with 33 successes; there is 
a paucity of detail reported. Seguy reported on 
two series. The first consisted of a total of 24 
treatments to a few women with no success. The 
second included 16 cases, among which there 
were 7 unsuccessful results. A donor specimen 
was used in 2 cases. Schultze achieved 15 succes- 
ses among 102 cases. 

If the more dependable results of the recent 
works of Cary, Israel, Guttmacher, Halbrecht, 
and Barton are grouped together we find 87 
successes among 174 attempts at heterologous 
artificial insemination and 17 successes among 
11g attempts at homologous artificial insemina- 
tion. The ratios are seen to be exactly 1 to 2 
and 1 to 7, respectively. It is interesting to 


note that among the attempts at homologous 
artificial insemination reported by Halbrecht 
and Guttmacher there was a total of 65 cases in 
which the indication was infertility of unknown 
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cause. There was only 1 success in this entire 
group. The remaining 16 successes reported by 
all 5 authors were achieved in cases in which the 
indication was abnormal spermigration, impo- 
tence, hypospadia, or cervical obstruction. 

The small group of cases accumulated by the 
author correlates well with the over-all summary 
of the work described. There have been 7 
patients in whom heterologous artificial insemina- 
tion was employed. In 1 the procedure succeeded 
twice, and in 3 others, once. ‘There have been 
3 failures in 8 attempts. The patient in whom 
here were 2 successes became pregnant in both 
nstances after only 1 month’s effort consisting 
of 3 inseminations. One patient was successfully 
impregnated after 2 months of such effort, 1 
after 6 months, and 1 after 14 months. One of 
the 3 patients in whom failure occurred dis- 
appeared after 7 months and the 2 others, both of 
whom live out of the city, temporarily discon- 
tinued the inseminations after 6 months. They 
both plan to resume efforts. The indication for 
use of donor semen was either severe oligospermia 
or azoospermia in every instance. In the 5 
successes, 2 normal deliveries ensued and 3 
patients are currently carrying the pregnancy. 

There have been 8 cases in which the author 
has used the husband’s semen. Seven of these 
have been couples who had no demonstrable 
cause for infertility. In none of these cases has 
pregnancy ensued. It is the lack of success in 
this group, both in this small series and in others 
reported, which has led to the feeling that homo- 
logous artificial insemination is helpful in only 
very special and limited conditions as outlined 
under the indications. In the eighth case in 
which homologous artificial insemination was 
used the result was successful and a normal in- 
fant was subsequently delivered. The indication 
was severe retroversion of the uterus, and marked, 
persistent cervicitis with an unsatisfactory Hueh- 
ner test. 

Seymour and Koerner in 1941 published an 
article purporting to describe the results of arti- 
ficial insemination in the United States as re- 
ported by 7,642 physicians in answer to a circular 
which was sent to 30,0co physicians who might 
be in a position to do artificial inseminations be- 
cause of the nature of their practices. These 
reports included some very remarkable state- 
ments. It was concluded that nearly 10,000 
pregnancies had been achieved through artificial 
insemination, two-thirds of these with the hus- 
band’s semen. The proportion of boys to girls 
was 8 to 5 when the husband’s semen was used 
and 7 to 5 when a donor’s semen was employed. 


Ninety-seven per cent of all successful insemina- 
tions resulted in live babies. The incidence of 
stillbirths was practically “negligible” and the 
incidences of ectopic pregnancy and miscarriage 
were one-sixth and one-fifth, respectively, of 
the figures usually given as normal. All living 
children were born normal in every respect. It 
is estimated that nearly 400 surgical operations 
were prevented because of the use of artificial 
insemination. 

It is little wonder that Folsome expressed 
criticism of this survey in the light of such start- 
ling conclusions. His feeling that “perhaps man 
can populate more efficiently and with greater 
fetal salvage quantitatively and_ biologically 
without the distracting preoccupation of sexual 
congress” is easy to understand if one is to accept 
the figures given. The results of such a survey, 
necessarily poorly controlled and without docu- 
mentary evidence, should be received with 
great caution. Is it not wiser to study closely 
the individual reports in the literature which 
represent the efforts of workers in the field who 
have made a detailed investigation of artificial 
insemination in all its aspects? 


LEGAL ASPECTS 


Heterologous. The medicolegal aspects of 
heterologous artificial insemination are woefully 
ill defined. There have been few articles in the 
literature relative to the legalities involved. It 
is obvious that the paucity of expression stems 
from the fact that the procedure with all its 
implications has never been presented to a court 
of competent jurisdiction in this country for 
determination. Consequently there has been no 
judicial expression on the issues involving the 
procedure. Such issues might be properly divided 
into problems particularly concerning (1) the 
child, (2) the wife and her husband, (3) the donor, 
(4) the physician, and (5) the procedure as a 
whole. 

As to the child, on May 6, 1939 an editorial 
appeared in the Journal of the American Medical 
Association entitled, ‘‘Artificial Insemination and 
Illegitimacy” (4). This editorial revealed that 
the presumption of law that a child is legitimate 
when born during wedlock is not conclusive and 
can be overcome today when proof is offered that 
the mother’s husband cannot be its father. If 
in artificial insemination a donor’s semen is used, 
the child would seem to be illegitimate. The fact 
that the husband has given his consent to the 
procedure has no bearing on the child’s legitimacy. 
Unless the husband adopts such a child it remains 
a bastard issue and as such cannot acquire in- 
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heritable rights from the husband. Usually only 
the wife, the husband, and the physician know 
of the procedure, but relatives may discover the 
details, and problems of legitimacy and inheritance 
may arise. The editorial states that it is the just 
due of the child that false pride or considerations 
of delicacy be put aside and that it be given, 
through adoption, the protection the husband in- 
tended when he consented to the procedure. 

It has been stated by one legal authority that 
society has evolved certain concepts as to im- 
morality and illegality with respect to bastard 
issue because of conditions under which it comes 
into being and the dangers it fosters on the 
community and on the offended husband. Such 
an analogy does not exist with respect to the 
issue resulting from heterologous artificial in- 
semination. Whether the court would entertain 
a similar interpretation remains among the un- 
decided problems. 

The chief problem concerning the wife and 
her husband is that of adultery. Although, as 
stated above, there has been no determination of 
this problem by the courts in this country, it is 
interesting to note in this connection the decision 
of the Supreme Court of Ontario in a case in- 
volving heterologous artificial inseminaton per- 
formed in England on a married woman whose 
husband was in Toronto. This decision, rendered 
in 1921, intimated very strongly that a married 
woman who submits to an artificial insemination, 
the donor being a man other than her husband, 
commits adultery. In this case the husband had 
no knowledge of the procedure. 

However, it seems that adultery, as defined 
in common law or statute, contemplates sexual 
intercourse. This, of course, is not true of a woman 
submitting to heterologous artificial insemination. 
Whether or not such a procedure might be in- 
terpreted as adultery in present day courts in 
this country remains undetermined. 

The donor probably has no legal liability with 
respect to the procedure, although if he misrep- 
resents his heredity or his physical condition, 
it is conceivable that a liability might accrue. 
It is also possible that further legal issues might 
arise because of the fact that the donor is 
married. 

As to the physician there is first of all the 
question of legal protection in the form of written 
consent to the procedure. This should obviate 
any future action by the husband or wife against 
the physician. The nature and limits of the 
physician’s responsibility in selecting the donor 
are among the problems not yet determined by 
law or defined by the courts. 
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As to the procedure as a whole, the Bureau of 
Legal Medicine and Legislation for the American 
Medical Association has made the following 
comment in an unpublished communication in 
response to a query: 

“It has been argued that public morals are 
necessarily injured by attempted assignments of 
sex rights and prerogatives and by the willful 
production of bastard issue; that every child of 
strange or questionable paternity is a reproach to 
morality; that any procedure which produces an 
illegitimate is in itself necessarily illegal; that the 
procedure nullifies the legislative intent concern- 
ing sexual monopoly between husbands and wives; 
and that the procedure itself tends to the degrada- 
tion of the resulting child. For these reasons it 
has been argued that all participants in the pro- 
cedure, the physician, the patient, the husband, 
and the donor might be guilty of violating a 
statute common in most states making it a 
criminal offense for two or more persons to con- 
spire to do any illegal act injurious to public 
morals.” 

The bureau then attempts to refute the above 
arguments. It is pointed out that heterologous 
artificial insemination is not an assignment of sex 
rights. There is no consent to intercourse by a third 
party nor to any other rights the husband has in 
his wife. The procedure is scientifically and 
privately done. Because society has not yet had 
time to evolve any opinion as to the morality of 
the procedure, such procedure can hardly be 
called immoral. And inasmuch as there is no law 
which would apply to the matter, either written 
or unwritten, there can be no decision as to the 
legality of it. 

There is still another point of confusion incident 
to the legal interpretation of signed contracts 
purporting to the adoption of the unborn child. 
Even though the husband has consented in 
writing to adoption following heterologous arti- 
ficial insemination of his wife, it is problematical 
that a court of chancery would uphold such a 
contract for specific performance in the event 
that the husband changes his mind for one reason 
or another after the child is born. 

These problems have been enumerated as 
evidence of the multiplicity of legal issues, all of 
which are incident to heterologous artificial 
insemination and which are unanswered in 
the light of competent court decision. Some of 
the views expressed represent the opinions of the 
Bureau of Legal Medicine and Legislation of the 
American Medical Association. They are con- 
fessedly offered as personal] opinions in the absence 
of judicial precedent. 
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It has been stated or inferred often in the 
literature that it is extremely difficult to evaluate 
the morality or legality of heterologous artificial 
insemination because of the novelty of the pro- 
cedure. When one considers and realizes that the 
number of cases in which the procedure has been 
done must now be expressed in thousands, it is 
difficult to reconcile novelty with the inadequacies 
of the legal machinery governing heterologous 
artificial insemination. It is perfectly obvious 
that all the legal opinions relative to the procedure 
are struggling to interpret it within the boundaries 
of ancient statutes and common law dealing with 
illegitimacy and adultery. At the time such laws 
were formulated artificial insemination had not 
made its necessarily but unfortunately surrep- 
titious entrance into medical practice and li- 
terature. Consequently they were never meant 
to encompass all the implications of the procedure. 

In a paper given before the Interstate Post- 
graduate Medical Assembly of North America 
in 1943 (8), Guttmacher makes the rather start- 
ling recommendation that hospital records and 
birth certificates be falsified in the event that the 
physician delivers the child begotten as the result 
of heterologous artificial insemination he has done. 
No one will question either the sincerity of pur- 
pose o1 the illegality of such a recommendation. 

Again in their article on artificial insemination, 
which appeared in the British Medical Journal 
in January, 1945, Barton, Walker, and Weisner 
(1) state that couples are informed that the child 
will be legitimate if the husband is registered as 
the father. In their hands such registration is 
demanded although they realize it constitutes 
an offense. 

Here then are examples of reputable physicians 
recommending or demanding the execution of 
illegal acts in good faith because they feel that by 
so doing they can render their patients a real medi- 
cal service. Even the most conservative must ac- 
knowledge that in selected instances a genuine 
medical service is rendered to barren couples by 
the use of heterologous artificial insemination. 
If the patient is referred for delivery to an ob- 
stetrician who is unaware of the artificial in- 
semination no deliberate execution of illegal acts 
is committed. This is a partial solution to the 
problem. There is a need for legal recognition 
of this procedure which is appearing more and 
more frequently in the medical literature. Re- 
commendations and demands such as presented 
by Guttmacherand Bartonand others can scarcely 
be condoned. What then is the answer? 

It would seem logical that the first step lies in 
the creation of adequate legislation, which in 
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taking full cognizance of all the implications of 
heterologous artificial insemination would estab- 
lish the legal machinery necessary to regulate the 
procedure in all its aspects. The impetus for such 
legislation might come from the legal bureau of 
the medical societies, perhaps most appropriately 
from the Bureau of Legal Medicine and Legisla- 
tion of the American Medical Association, pending 
consideration of the problem by the assembly of 
delegates, or from the various state medical soci- 
eties. The legal status of the procedure would thus 
be determined by law although still untested by 
the courts. Some clarification of the legal aspect 
of the problem is imperative to enable the physi- 
cian to understand how he may best serve his 
patient and still remain within the law. Perhaps 
it would not be inappropriate to consider the 
following legislation which would primarily pro- 
tect the child: 

“Any child conceived and born as the result 
of the impregnation of his mother by artificial 
insemination by a duly licensed physician or 
under his advise and direction, and upon the writ- 
ten consent of herself and her husband, shall 
have all the rights, privileges, and obligations of 
a child conceived and born as the result of im- 
pregnation through sexual intercourse of the 
husband and the wife; and no evidence concerning 
such artificial insemination shall be received in 
any action at law, in equity, or other legal pro- 
ceeding which in any way may impair his rights, 
privileges, or obligations.” 

Artificial insemination is a modern procedure 
and it is time that society take a modern stand 
on the problem even though it finally may define 
it as illegal, to be considered in the same category 
as criminal abortion. At least any stand would 
constitute a bit of terra firma in a sea of un- 
certainty. However, it is unlikely that the proce- 
dure will be considered illegal in later years. 

Homologous. The legal issues incident to in- 
semination with the husband’s semen are prac- 
tically negligible. It is conceivable that some 
liability might accrue relative to the source of the 
semen used. If the specimen is given to the 
physician by the husband in the wife’s presence 
and the procedure is immediately carried out, 
all doubts should be dispelled. 


THEOLOGICAL ASPECTS 


When a physician is consulted by couples de- 
sirous of a pregnancy via the route of artificial 
insemination, he is faced with not only medico- 
legal problems but theological problems as well. 
I believe it behooves us to consider and respect 
the views of different religious groups as they 
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may apply in the case of any given patient. Our 
own views on the morality or immorality of 
artificial insemination are not by any means the 
only consideration. If we are to perform a real 
and honest service to patients and society, it 
certainly is within the realm of duty to have an 
understanding of the stand taken on the problem 
by the various churches, and‘ to consider the 
spiritual well being of the family involved. Know]l- 
edge by both physician and patient of the 
theological views on the performance of artificial 
insemination is essential in the decision as to 
whether or not the procedure will contribute to 
the overall happiness of the family. Here then 
is another factor to be considered in the careful 
selection of cases. 

It is interesting to examine the views held by 
the various religious groups. The problem has 
been most definitely defined by the Roman 
Catholic Church. In March, 1897, the Holy 
Office issued a decree approved by Leo XIII con- 
demning artificial fecundation as illicit. Ap- 
parently the decree referred to masturbation, 
coitus interruptus, and condomistic intercourse 
as methods of obtaining germ cells. There has 
been much discussion as to whether any form of 
artificial fecundation is permissible. In order to 
expedite this consideration, homologous and 
heterologous artificial insemination will be con- 
sidered separately. 

The question of homologous insemination has 
been considered by Gerald Kelly, S. J., in a paper 
entitled “The Morality of Artificial Fecundation”’ 
which appeared in the Ecclesiastical Review (14). 
Thirteen references are given in this presentation. 
Six say that the procedure is illicit and 7 say that 
it is at least probably licit. The conflict apparent- 
ly arises in differences of opinion relative to the 
interpretation of the obligations contracted by 
the husband and wife in marriage. Those who say 
that it is illicit believe that sexual intercourse 
is the only obligation that each partner acquires 
and that the right to propagate is only an in- 
direct right. Those who state that it is probably 
licit feel that the right of propagation is a direct 
right of married people in much the same way 
that self preservation is the right of an individual. 
He has a natural right to preserve his life, and 
failing normal means, he may use abnormal or 
artificial forms of nourishment. So it seems that 
married people when unable to generate by the 
normal means of sexua] intercourse, may use ab- 
normal means provided that means be not sin- 
ful. An intrinsically unlawful means is never 
permissible even though it be directed toward 
achieving a good end. Included by Kelly among 
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permissible means of homologous artificial insem- 
ination are the “forcing” of the spermatozoa 
from the vagina into the uterus by means of a 
syringe and the utilization of a hypothetical in- 
strument to facilitate the passage of spermatozoa 
into the uterus. 

From a practical standpoint these methods 
carry obvious inherent disadvantages. It has 
been suggested to me by an authority in scho- 
lastic philosophy, a faculty member in a leading 
Catholic University, that use of a perforated 
condom is probably permissible. The perfora- 
tion, necessarily made so as not to interfere with 
the fundamental intent of the procreative act, 
may be very small so as to enable the physician 
to utilize at least a portion of the specimen in 
making the transfer to the cervix. 

In brief it may be stated that homologous 
artificial insemination is considered permissible 
in the Roman Catholic Church only if the 
means of accomplishing this end are not intrinsi- 
cally sinful. 

The employment of heterologous artificial 
insemination is, on the other hand, not permissible 
in any sense. Gerald Kelly in the above men- 
tioned paper states that this procedure is against 
the laws of nature and that philosophically such 
a compact to care for the child would be termed 
accidental. He further states that married parties 
have no power to give such consent. The right 
of propagation, taken directly or indirectly to 
the right of intercourse, is in either case exclusive 
of a third party. Consent by the husband does 
not take away the injury to the marriage bond 
as established by God. 

The artificial transplantation into the genital 
tract of a woman of spermatozoa from a man 
other than her husband constitutes a portion of 
the procreative act, indeed the most important 
part, and as such must be interpreted in the eyes 
of God as adultery. 

Another objection raised by. the Roman 
Catholic Church is based on the fact that, except 
for the highly impractical) and_ unsuccessful 
method of testicular aspiration, all methods of 
obtaining spermatozoa are not permissible. There 
is, then, no way in which heterologous artificial 
insemination is reconciled to the moral philosophy 
of Roman Catholicism. 

The views taken by the Episcopal Church are 
in essence the same as those expressed more de- 
finitely and legalistically by the Roman Church. 
There is no detailed consideration of the problem 
of homologous artificial insemination, but the 
procedure is entirely acceptable. The use of 
donor semen, however, is condemned on the 
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grounds that such a means of insemination 
constitutes adultery. 

The views held by the various protestant 
churches and the Reformed Jewish Church ap- 
parently have not been crystallized in print. For 
the most part it is safe to say that such views 
will attempt to concur with whatever state laws 
may be passed. Inasmuch as there is nothing in 
the Scripture forbidding it, each protestant and 
reformed Jewish couple may follow their own 
wishes toward artificial insemination. 

The Orthodox Jewish synagogue has taken no 
definitely expressed stand on the matter as yet. 
It is probable that homologous artificial insemina- 
tion will be perfectly acceptable. However, in- 
asmuch as an orthodox Jewish marriage is only 
consummated at sexual intercourse, there is a 
distinct possibility that a child born to an ortho- 
dox Jewish couple as a result of heterologous artifi- 
cial insemination may be considered as a bastard 
issue. The child would be conceived without 
sexual intercourse, a situation incompatible with 
consummate marriage. This concept is not the 
official expression of the synagogue but only the 
composite of personal expression among several 
rabbis. 

Summarily, homologous artificial insemination 
may be considered as compatible with the moral 
philosophy of all the common churches, if the 
Roman Catholic views on the means of achieving 
the result are respected. Heterologous artificial 
insemination, on the other hand, constitutes 
adultery in the light of Roman and Episcopal 
theology, and it is possible that the Orthodox 
Jewish Synagogue may consider it conducive to 
the production of bastard issue although there 
has been no official expression on the subject as 
yet. Heterologous insemination is acceptable to 
the Reformed Jewish Church and the various 
Protestant Churches insofar as it concurs with 
existing state laws; at least there is no definite 
expression against it. 


SUMMARY 


In accordance with the increased interest 
manifested in artificial insemination, an attempt 
has been made to present some of the practical 
aspects of the procedure in all its implications. 
Homologous and heterologous types are defined to 
differentiate between the use of semen from the 
husband and a donor respectively. The indica- 
tions and techniques for each type are discussed. 
The results obtained by several investigators are 
reviewed and the author’s small series is pre- 
sented. The procedure is discussed from the 
standpoint of its legal and theological implications. 
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CONCLUSIONS 

1. Heterologous artificial insemination may be 
considered when the wife is fertile and the husband 
sterile. It should be employed only after all 
efforts to improve the husband’s fertility have 
failed. Constitutional or familial disease con- 
stitutes a doubtful indication. 

2. Homologous artificial insemination is in- 
dicated in relatively few instances. It is not 
indicated as a last resort in cases in which no 
cause for infertility is found. It is indicated 
in conditions in which the spermatozoa are not 
transported to the cervix, as in impotence, 
dyspareunia, hypospadia, vaginismus, premature 
ejaculation, tumors, obesity, and severe mal- 
positions of the uterus. It is also indicated in 
those few cases in which the cervical secretions 
remain hostile in spite of persistent treatment 
and in which the Huehner test proves unsatisfac- 
tory. 

: The technique of insemination should be 
carried out cleanly and promptly and every at- 
tempt to reproduce the process of insemination 
as it occurs physiologically during normal inter- 
course should be made. In homologous insemina- 
tion when hostile secretions represent the indica- 
tion, the semen should be deposited within the 
cervix. In all other types of insemination the 
semen should be deposited upon the external os 
of the cervix. Insemination into the endometrial 
cavity is unsafe and not indicated. 

4. If the given indications for homologous 
artificial insemination are observed the results 
are favorable. They are also good in the use of 
donor semen. However, sustained effort may be 
necessary to achieve success just as a pregnancy 
is often accomplished in normal couples only 
after months of effort. 

5. The legalities of heterologous insemination 
are a problem. The lack of legislation and judicial 
precedent relative to the procedure make for 
confusion and uncertainty. The time has come 
for legal recognition of the problem. 

6. There are no real or practical theological 
objections to the use of husband semen, but the 
Roman Catholic, Episcopal, and perhaps the 
Orthodox Jewish Churches frown upon the use 
of donor semen. 

7. Heterologous artificial insemination is a 
“radical” procedure. It should be considered 
after all efforts at treating infertility have failed. 
Prospective couples should be chosen with utmost 
care. The problem should be explained to them 
in full, including the legal and theological aspects. 
If, when fortified with this knowledge, both 
husband and wife are enthusiastic to proceed, it 
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may be resorted to by the physician in the light 
of a real service rendered. 
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EYE 


Shaffer, Robert N.: Neuroblastoma of the Ad- 
renal. Am. J. Ophth., 1947, 30: 733- 


Neuroblastoma of the adrenal, a highly malignant 
congenital tumor which is prone to metastasize in the 
orbits, may first appear to the ophthalmologist as a 
recurrent area of ecchymosis about one or both eyes. 
This is followed by a firm, bony swelling in the orbit 
which may result in proptosis and displacement of 
the globe. Biopsy and x-ray studies of the bones 
confirm the diagnosis, although the histological diag- 
nosis may be confusing, as any transition between 
the primitive cell and the chromaffin and ganglion 
cells may be present. 

Very few patients live more than a year after the 
appearance of the first symptoms. X-ray therapy 
has been the only agent of any value in treatment 
and its effects are temporary. 

The author reports 5 cases of this disease, and an 
additional neuroblastoma which appeared to origi- 
nate in the cervical sympathetic chain. Two of the 
patients were treated with radioactive phosphorus 
which had been prepared in the cyclotron of the Uni- 
versity of California. In one patient, the giving of 
large doses of the radioactive salt by mouth proved 
to be without effect. In the second, a large single 
dlose was given intravenously. The Geiger counter 
showed some concentration of radioactive substance 
over the tumor site the first day, but this did not per- 
sist and the treatment was considered unsuccessful. 

WILtram A. Mann, M.D. 


Anderson, J. Ringland: Ocular Vertical Deviations. 
Brit. J. Ophth., 1947, Supp. 12. 


The author presents a review of the literature on 
vertical defects in the position of the eyes and ana- 
lyzes his owa series of 402 patients with horizontal 
and vertical defects. He reviews the anatomical 
control of the ocular muscle tone and ocular move- 
ments, and describes the varieties of binocular ver- 
tical movements. Disturbances or deviations of 
these movements are influenced by weak vertical 
fusion, by organic disease, and by a conflict of fixa- 
tion, fusion, and abnormal stimuli. Under the latter 
group he lists alternating hyperphoria, vertical dis- 
sociation with unilateral amblyopia, vertical disso- 
ciation combined with other deviations, and periodic 
vertical squint. He cites the influence of organic 
disease on the vertical muscle imbalances and lists 
them as paralysis of the vertical rotation and supra- 
nuclear lesions, oculomotor syndromes, congenital 
absence of vertical rotator, misdirection of regenerat- 
ing fibers, cyclic oculomotor paralysis, anomalies of 
synergic lid and eye movements, and palsies of the 
ocular vertical muscles. 


HEAD AND NECK 


The various types of vertical palsies and the char- 
acteristics of each are reviewed. In analyzing the 
402 cases of horizontal and vertical deviations, the 
author found palsies of the inferior oblique in 14, of 
the inferior rectus in 16, of the superior oblique in 41, 
and of the superior rectus in 79 cases. Overaction 
and contracture of the antagonists and synergists, 
and inhibitional palsies of the contralateral antago- 
nist, as well as compensatory adjustments such as 
head tilt and chin and face rotation, are discussed, 
and the various causes of overaction of the inferior 
oblique muscle are listed. The author discusses the 
differential diagnosis of vertical rectus and oblique 
muscle weaknesses, and views of various authors. 

Detailed methods of investigation of the vertical 
deviations are presented. Special emphasis has been 
placed on the presence of head tilting, the tests of 
excursions, and the tests of diplopia. For the latter, 
the author suggests the red and green glass test and 
the binocular macular projection tests as exemplified 
by the Hess test, the projection test, and the polaroid 
test. He also uses the bite-tilting test of Hofm’in and 
the after-image test. 

The author states that three types of operation for 
vertical disorders are usually considered: first, the 
strengthening of the paretic muscle by advancement, 
resection, or tucking; second, the weakening of the 
overacting contralateral synergist by tenotomy or 
recession; third, the weakening of the contracture of 
the ipsilateral antagonist by tenotomy or recession. 
He considers the operative treatment of the various 
muscles individually. The resulting disability rather 
than an ocular paresis itself constituted the indica- 
tion for operative treatment. It was believed that 
many of the vertical defects associated with con- 
comitant strabismus lost their significance and even 
disappeared when the latter disappeared. Wide- 
spread and frequent use of twilight sleep and obstet- 
rical forceps, and the general use of motor vehicles 
have increased the number of vertical phorias seen. 

RoGER H. Jonnson, M.D. 


Levkoieva, E. Th.: The Regeneration of Wounds of 
the External Membrane of the Eye in the Light 
of New Pathologicoanatomical Results. Brit. 
J. Ophth., 1947, 31: 336. 


The author discusses the regeneration of wounds 
of the external coats of the eye in the light of new 
pathologicoanatomical knowledge. This report com- 
prises a clinical and anatomical approach to perfor- 
ating wounds of the eye, a review of the methods of 
closing wounds of the eye, a discussion of the regen- 
erative process of the external coats of the eye, and 
a classification of eye injuries. 

The state of the wound is a factor of primary im- 
portance in healing. Not only infection but also re- 
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construction of the disturbed anatomy of the eye has 
to be considered. ‘The healing process and the fate 
of the perforated eye depends chiefly on the initial 
surgical treatment. The simplest and most success- 
ful method is to suture the sclera rather than only 
the conjunctiva. 

The epithelium, the episclera, the suprachoroidea, 
and the conjunctiva participate in the process of re- 
generation of wounds. The presence of regenerative 
tissue in the anterior chamber with resultant increase 
in the intraocular pressure in a wounded eye is of 
practical interest. 

Proliferation of bands of tissue inside the eye 
which lead to atrophy of the eyeball are the products 
of ‘‘super-regeneration”’ of the wound. 

Proper closing of the wound is the first requisite 
for a good result. The edges of a wound should be 
correctly coapted through the entire depth of the 
wound. Regulation and depression of the regenera- 
tive process by chemical and other methods is a sec- 
ond requisite. 

The author points out that the extraordinary in- 
tensity of the regenerative process in the sclera and 
cornea may result in unfavorable conditions such 
as surplus growth with penetration by the regenera- 
tive tissue into the fluid media. The experience of 
histologists should be enlisted and their knowledge of 
regulation of the growth of the tissue elements 
should be applied. 

It is also pointed out that although clinically simi- 
lar, autonomous fibromatosis in the eye has nothing 
in common with sympathetic ophthalmia. 

JosHua ZUCKERMAN, M.D. 


Newell, Frank W.: Traumatic Iridodialysis with 
Repair. Am. J. Ophth., 1947, 30: 695. 


Separation of the ciliary border of the iris from its 
attachment may occur spontaneously in atrophy 
of the iris root or may follow blunt ocular contusions. 
Small defects need not be treated but those large 
enough to cause symptoms should be corrected 
surgically provided there are not too many com- 
plications. 

The author presents a case in which the eye had 
been struck by a small branch causing no damage 
except a separation of the entire nasal attachment 
of the iris from the ten to seven o’clock meridian. 
The pupil moved temporally. Because of the dimi- 
nution of vision, dazzling, and photophobia, surgery 
was done. A small conjunctival flap was prepared, 
a corneoscleral suture placed at two o’clock, and a 
small keratome incision was made between the loops 
of the suture. The peripheral border of the iris was 
grasped with an iris hook and drawn into the wound 
without prolapsing the iris. The suture was tied and 
the flap drawn over the wound. Five weeks later a 
similar operation was performed at the five o’clock 
meridian. The latter procedure formed a round pupil 
and left 3 small peripheral defects between the areas 
of attachment. There were no further symptoms 
and the patient had a corrected vision of 20/20 in 
that eye. 
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Reattachment of an iridodialysis will occasionally 
occur spontaneously but is so uncommon that it is 
usually corrected surgically either by an iridectomy, 
by a reattachment to a fresh surface within the 
anterior chamber, or in some cases by incarceration 
of the iris in a corneoscleral wound. 

ROGER H. Jounson, M.D. 


Chandler, Paul A., and Johnson, Carl C.: A Neglect- 
ed Cause of Secondary Glaucoma in Eyes in 
Which the Lens is Absent or Subluxated. Arch. 
Ophth., Chic., 1947, 37: 749. 

The authors describe a neglected cause of second- 
ary glaucoma in eyes in which the lens is absent or 
subluxated. Glaucoma which develops in aphakic 
eyes spontaneously or following discission of a mem- 
brane may result from many factors which ulti- 
mately result in extensive peripheral anterior syne- 
chias. These factors include delayed reformation of 
the anterior chamber, prolapse of the iris, incarcera- 
tion of the lens capsule or of the iris in the wound, 
adhesion of the hyaloid membrane to the wound, 
and anterior synechia of an iris pillar. Other factors 
postulated are increased formation of aqueous result- 
ing from traction during needling, and retained lens 
cortex or vitreous which blocks the angle and causes 
tension and glaucoma secondary to iritis or uveitis. 

It is well known that when the lens is in situ, 
seclusion of the pupil, with or without iris bombé, 
may cause secondary glaucoma. Moreover, this 
form of secondary glaucoma can be relieved if com- 
munication is re-established between the chambers 
by transfixion of the iris or by iridectomy, unless the 
angle has become permanently closed in long stand- 
ing cases. 

A similar cause for glaucoma is postulated in eyes 
in which the lens is absent or dislocated. The type 
of secondary glaucoma is discussed and illustrative 
cases are presented. Four types which are very 
similar are presented because the mechanism of the 
block is slightly different in each case. 

In all 4 types shallowing of the anterior chamber 
may result in mechanical closure of the angle. Ex- 
cept for cases in which leakage occurs at the wound, 
there is no cause for progressive shallowing of the 
anterior chamber in an aphakic eye (or one in which 
the lens is partially or completely dislocated back- 
ward), other than lack of free communication be- 
tween the posterior and the anterior chamber. Typi- 
cal iris bombé, when present, immediately indicates 
a blocked pupil. 

A dense pupillary membrane may be so firmly 
adherent to the iris peripheral to the pupillary 
border as to prevent a general shallowing of the 
anterior chamber. In doubtful cases of this kind, 
transfixion of the iris can be used as a diagnostic 
procedure. If a pupil is completely blocked with a 
membrane (partly or wholly inflammatory), discis- 
sion should be preceded by peripheral transfixion of 
the iris. 

Glaucoma does not develop after intracapsular 
extraction unless the prolapsed vitreous completely 
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fills and blocks the pupil, abolishing free communi- 
cation between the chambers (absence of patent 
peripheral iridectomy). After free communication is 
re-established (by transfixion of the iris or by iri- 
dectomy) the vitreous tends to withdraw from the 
anterior chamber. 

Re-establishment of communication between the 
chambers can be effected by the use of a mydriatic, 
by discission of a pupillary membrane, by trans- 
fixion of the iris, or by iridectomy. Treatment 
should be instituted early, before permanent periph- 
eral anterior synechias are formed. If the pupil is 
blocked with vitreous the drug of choice is atropine, 
instead of pilocarpine. Pilocarpine aggravates the 
condition because it makes the pupil grip the her- 
niating vitreous more firmly so that an increase in 
the pupillary block results. 

It is probable that formerly clinically unrecog- 
nized block of the pupil by vitreous in eyes with 
posterior dislocation of the lens is the chief cause of 
secondary glaucoma and that in many cases the 
glaucoma could have been relieved by transfixion of 
the iris or by iridectomy 

Josuua ZUCKERMAN, M.D. 


Harbert, Fred, and McPherson, S. D., Jr.: Periar- 
teritis Nodosa. Am. J. Ophth., 1947, 30: 727. 


The ocular signs of periarteritis nodosa include 
papilledema with optic atrophy, involvement of the 
choroidal vessels, involvement of the retinal vessels 
with the formation of fusiform aneurysms, retinitis 
with retinal detachments, hemorrhages and exu- 
dates, and involvement of the extraocular muscles. 
lo these the author adds scleral necrosis, with the 
report of a case. Although the diagnosis was estab- 
lished histologically early in the disease, treatment 
was of no avail. 

The fundamental pathological process in periarter- 
itis nodosa is inflammation of the medium and small 
arteries with fibrinoid hyaline necrosis and exu- 
dative processes. It is widely believed that peri- 
arteritis nodosa is not a disease entity but a hyper- 
sensitivity of the arterial wall. While it may be re- 
lated to bacterial allergy, drugs, foreign proteins 
and serums, food and pollens may be responsible 
for the condition. The number of cases has been 
noted to increase since the widespread use of sul- 
fonamides. Wituram A. Mann, M.D. 


EAR 


Atkinson, Miles: Méniére’s Syndrome; Evidences 
for a Vascular Mechanism. J. Lar. Otol., Lond., 
1946, 61: 344. 


Méniére’s syndrome is due (o a vasomotor disturb- 
ance presenting a dual mechanism: the first, a prim- 
ary vasodilator mechanism found in the histamine 
sensitive group of patients, which is made worse by 
vasodilator drugs and improved by vasoconstrictor 
drugs or any method which will overcome the vasodi- 
lator effect of histamine; the second, a primary vaso- 
constrictor mechanism followed by secondary vaso- 


dilatation found in the histamine insensitive group of 
patients, which is made worse by vasoconstrictor 
drugs and improved by vasodilator drugs. This 
grouping is based on a standard skin test with hista- 
mine; the intradermal solution should be of the def- 
inite quantity and strength prescribed by the author, 
and the most important sign for a positive reaction 
is the appearance of true pseudopodia emanating 
from the wheal. 

Clinical experiments were made in the histamine 
positive group with vasodilator drugs by amy] nitrite 
inhalation, and intravenous administration of nico- 
tinic acid. Overdosage in histamine desensitization 
produced exacerbation of symptoms. On the other 
hand, vasoconstrictors such as adrenalin, ephedrine 
and benzedrine alleviated the condition in some cases. 
While histamine is a vasodilator and produces 
attacks when the dose is large, the proper dose in 
desensitization has a vasoconstrictor effect by en- 
couraging the production of histaminase, and is the 
treatment of choice for this group of patients. 

In the histamine negative group, adrenalin and 
benzedrine produced symptoms and even attacks, 
while the vasodilators amyl nitrite, acetylcholine, 
and histamine, given by intravenous drip, were bene- 

giicial. These experiments should be done with cau- 
tion as they may cause serious damage. Repeated 
histamine treatments predispose the patients to be 
histamine resistant with consequent loss of the thera- 
peutic effect of this substance. The drug of choice in 
this group is nicotinic acid, although other vasodila- 
tors such as sodium nitrite, prostigmine, strontium 
chloride, and magnesium sulfate may be used. Intra- 
venous, intramuscular, and oral administration of 
nicotinic acid (not nicotinic amide) is described in 
detail. 

Lacking in experimental proof, the author corre- 
lated the pathological appearances in the two groups 
with mechanisms which are opposite by analogy 
with the aqueous humor in the eye and with the 
cerebrospinal fluid, the variations of which in quan- 
tity depend on the blood flow in the capillaries. In 
the histamine positive group, there is local edema and 
pressure in the labyrinth, while in the histamine 
negative group, vasospasm appears first and is fol- 
lowed by secondary vasodilatation in the labyrinth 
which results in edema and pressure; hence, the 
ultimate histopathology of the two groups will be 
the same. 

Results of treatment with nicotinic acid and his- 
tamine in the two groups are given with 3 illustrative 
cases. A. B. Vicencio, M.D. 
Brunner, Hans, and Cutler, M. H.: Labyrinthine 


Symptoms Subsequent to Fenestration of the 
Labyrinth. Arch. Otolar., Chic., 1947, 45: 613. 


This is a study of the spontaneous labyrinthine 
symptoms noticed immediately after fenestration in 
12 cases, including the fistula test. Within the first 
24 hours, there is horizontal and rotatory nystagmus 
of the third degree directed toward the side not 
operated upon. After 24 hours, the same type of 
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nystagmus occurs but is directed toward the opera- 
tive side, accompanied by swimming or swaying or 
the less frequent whirling sensation of the body and 
objects. On looking straight ahead, slow oscillatory 
movements synchronous with the pulse, occasionally 
associated with nystagmus of the head and accentu- 
ated by pressure on the carotid artery of the ipsi- 
lateral side, are seen instead of the jerky movements 
of genuine nystagmus. Spontaneous nystagmus usu- 
ally disappears in 3 or 4 days, and the dizziness is 
gone in a week except on sudden movements of the 
head, particularly toward the operated ear. By the 
fifteenth postoperative day, all traces of the symp- 
toms have disappeared. 

In comparing labyrinthine findings subsequent to 
fenestration with those subsequent to surgical inju- 
ries of the semicircular canals, it was found that in 
the latter dizziness is immediate and more marked; 
vomiting is outstanding, lasting for from 4 to 5 days; 
and the spontaneous horizontal and rotatory nystag- 
mus invariably runs toward the uninjured side, and 
disappears in from 2 to 4 weeks. Surgical injuries are 
always followed by infection with impaired hearing, 
and the nystagmus differs in duration and direction 
from that following fenestration; hence it is signifi- 
cant to note if the nystagmus is directed toward the 
side of the fenestration and decreases in a period of a 
few days, which is simply caused by the opening of 
the perilymphatic space. If the nystagmus is di- 
rected toward the other side and continues for more 
than a week, it is probable that an infection of the 
fenestra has occurred and the operation will not be 
successful. Slow oscillatory movements of the eyes 
and nystagmus of the head are not common symp- 
toms of surgical injury of the horizontal semicircular 
canal but occur in the presence of pathologic fistulas 
secondary to infection of the tympanic cavity or in 
syphilitic infection of the internal ear. A hypothet- 
ical explanation of the oscillatory movements of the 
eyes is that they are due to the fact that hyperemic 
granulation tissue containing pulsating blood vessels 
continually pushes the endolymph to and from the 
ampulla; the vascular symptoms do not indicate an 
infection of the fenestra. 

In the fistula test, made in 24 cases from 5 weeks 
to 14 months after operation, the cotton applicator 
yielded positive results more frequently than did 
compression and aspiration of the Politzer bag. The 
cotton applicator is inadequate and does not permit 
conclusions concerning the motility of the labyrin- 
thine fluids and the status of the sensorial organs with- 
in the internal ear. This was shown by Uffenorde who 
showed that probing a fenestra may elicit nystagmus 
even in instances in which the turning and caloric 
tests no longer yielded positive results. If the fenes- 
tra responds to probing but not to air compression, 
the results as far as hearing is concerned are poor, 
and, for this reason, the fistula test should be per- 
formed with the Politzer bag and not with a cotton 
applicator. The location of the fistula on the hori- 
zontal semicircular canal does not exert any influ- 
ence on the results of the fistula test. A positive 
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compression test does not necessarily indicate that 
the aspiration test will also produce the fistula symp- 
tom. The atypical results of the fistula test do not 
necessarily depend on inflammatory changes in the 
perilymphatic space. A. B. Vicencio, M.D. 


Pulaski, Edwin J.,and Matthews, Charles S.: Strep- 
tomycin in Surgical Infections: Otitis Externa, 
Otitis Media, Mastoiditis, Brain Abscess, and 
Meningitis. Arch. Otolar., Chic., 1947, 45: 503. 


The authors present the results obtained with the 
use of streptomycin in a group of 41 patients with 
otitis externa, otitis media, mastoiditis, brain ab- 
scess, and meningitis. 

In 5 patients chronic otitis externa due to suscep- 
tible gram-negative bacilli and gram-positive cocci, 
unaffected by other agents, responded favorably to 
the topical administration of a solution of strepto- 
mycin. Of 13 patients with chronic otitis media of 
mixed bacterial cause, 11 were benefited by the topi- 
cal application of streptomycin. A patient with mas- 
toiditis and lateral sinus thrombosis recovered after 
surgical intervention and adjuvant administration of 
streptomycin. Recovery occurred in 7 patients, and 
death in 1 patient with solitary brain abscess, who 
were treated fby surgery in combination with strep- 
tomycin therapy. Streptomycin, it is believed, is a 
valuable addition to the therapeutic armamentarium 
for infections of the ear, meninges, and brain, when 
the infections are due to susceptible organisms. 

Noau D. Fasricant, M.D. 


Reading, Philip: Recurrent Mastoiditis. Guy's Hosp. 
Rep., Lond., 1946, 95: 79. 

A consideration of the operative findings in the 
temporal bones of patients with “‘recurrent mastoid- 
itis” prompted the writing of this article. Experience 
with this complication has led the author to the 
conviction that the cortical mastoidectomy of 
Schwartze, be its clinical results good or bad, is based 
on unsound surgical principles. In his opinion, no 
matter what after treatment is adopted, or how suc- 
cessful it may be, one cannot ignore the fact that the 
operation is based on unsound surgical principles. 
A cavity of varying size is left partially or completely 
clothed with epithelium. This cavity is continuous 
with the middle ear and eustachian tube, and so is 
open to reinfection at any time. Perhaps the day is 
not far distant when, with the advance of systemic 
penicillin therapy, the cortical mastoidectomy may 
be relegated to history. Noan D. Fasricant, M.D. 


NOSE AND SINUSES 


Burtoff, Samuel: Evaluation of Diagnostic Methods 
Used in Cases of Maxillary Sinusitis, with a 
Comparative Study of Recent Therapeutic 
Agents Employed Locally. Arch. Otolar., Chic., 
1947, 45: 516. 

The present article is based on a study of 100 
cases, to evaluate the methods of diagnosing maxil- 
lary sinusitis. A comparison of the therapeutic value 
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of several solutions now in use for irrigating the si- 
nuses was also made. A nonbactericidal and non- 
bacteriostatic agent, such as an isotonic solution of 
sodium chloride, used locally, proved just as effective 
in bringing about resolution of the sinusitis as did 
the sulfathiazole and penicillin solutions, also used 
locally. Neither the sulfathiazole nor the penicillin 
in solutions proved to be of the value anticipated in 
the local treatment of maxillary sinusitis. 
Noa D. Fasricant, M.D. 


MOUTH 


Alexander, John E.: Early Treatment of Maxillo- 
facial Battle Casualties; A Résumé of 421 Cases. 
Arch. Otolar., Chic., 1947, 45: 637. 

This is a résumé of the cases seen by a plastic 
maxillofacial surgery team of an auxiliary surgical 
group attached to one of the United States armies. 
It covers the period including the Battle of Nor- 
mandy, the Battle of France, the Battle of the 
Ardennes, the Battle of the Rhineland, and the 
Battle of Central Germany. The work was done in 
evacuation hospitals. 

It is not a detailed account of all the work done, 
nor is it a detailed description of individual cases. It 
is intended only to call attention to certain principles 
and to mention in summary fashion some of the more 
interesting and unusual aspects. 

The statistical study covered a total of 421 opera- 
tive cases. There were 3 deaths, which made the 
mortality rate 0.712 per cent. 

Breaking the collection of cases down into an 
anatomic and descriptive classification presented a 
problem; hence, it was decided to employ as nearly 
as possible a grouping related to the operative treat- 
ment which is shown in a table listed under 15 differ- 
ent headings. The cases include those subjected to 
split skin grafting, those requiring some type of 
plastic procedure such as sliding flaps, and those 
requiring repair of auricular defects. 

No distinction was made between face wounds 
that were superficial and those that were deep so far 
as the decision to close them was concerned, provided 
certain conditions were met. These were drainage 
when indicated, absence of gross infection, and ade- 
quate toilet of the wound. 

The entire aim in this work has been to accomplish 
as much as possible at the first operation, with recon- 
structive procedures when this was practicable, but 
the important principle of not doing any operation 
which if unsuccessful would preclude the final suc- 
cessful outcome of plastic surgical procedures to be 
done in the zone of the interior was kept in mind. 

In a word, it is felt that any one stage flap opera- 
tion that is completed in that stage is capable of 
being accomplished in the first treatment of maxillo- 
facial battle injuries. No stage of a plastic procedure 
involving another operative site should be started at 
this period in the treatment. 

Sulfanilamide or penicillin were never applied to 
any wounds which were to be closed. However, when 


wounds were to be left open, penicillin powder was 
lightly sprayed on all raw surfaces. 

Penicillin was used routinely in all cases in doses 
varying from 20,000 to 40,000 units, and was admin- 
istered every 4 hours for 3 or 4 days. 

This article is long and comprehensive, and is 
illustrated with numerous figures and roentgen films. 
No definite summary can be made except to say that 
the field of maxillofacial surgery in war time has been 
thoroughly covered, Joun F. Detpu, M.D. 


Young, Morris N.: Maxillofacial Fractures—157 
Cases: Experiences with a Hospital in Casa- 
blanca, Oran, and Marseille. Arch. Otolar., Chic., 
1947, 45: 668. 


This article is a historical treatise on the activi- 
ties of the 69th Station Hospital during the African, 
Italian, and Southern France campaigns, and sum- 
marizes the histories of 157 cases of maxillofacial 
fractures. The routine treatment guide is submitted. 

The general principles and procedures to be fol- 
lowed in the treatment of maxillary and mandibular 
fractures may be formulated as follows: 

In early states 

1. Vigorous antishock therapy. 

2. Decision for tracheotomy not to be influenced 
by excessive conservatism. : 

3. Liberal use of penicillin and sulfonamide com- 
pounds. 

4. Avoidance of barbiturates for general anes- 
thesia. 

In later states 

1. Adequate diet. Dietitians should be made 
“liquid jaw diet”? and “‘soft jaw diet’’ conscious. 

2. Careful application of suitable intraoral splint- 
ing devices, or, if indicated, external pin fixation as 
modified for use in fractures of jaws. 

3. Minimum period of immobilization of jaws. 

4. Active and meticulous attention to oral hy- 
giene. 

5. When considerable avulsion of tissues has oc- 
curred, early thin skin grafts may be used for protect- 
ing the surface pending reconstructive procedures. 

In cases of osteomyelitis 

1. Minimum sequestrectomy and_ curettage, 
through ample incision, after an initial period of pre- 
operative re-establishment of normal metabolic lev- 
els. 

2. Local and parenteral administration of peni- 
cillin. 

3. Fixation of fracture by the most ample means. 

Joun F. Detpn, M.D. 


Goodall, Ralph E., and Flanders, Sarah E.: Success- 
ful Primary Repair of Lacerated Stenson’s 
Duct. Surgery, 1947, 21: 865. 

The authors state that the anatomic location of 
Stenson’s duct makes it subject to injury in deep 
wounds of the cheek. As failure to repair the duct 
results in a salivary fistula with many distressing 
symptoms, it is imperative to attempt to reapprox- 
imate the divided ends at the initial débridement. 
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Eight cases of primary suture of Stenson’s duct have 
been recorded in the literature. The methods used 
varied but slightly. Success of the procedure seems 
to depend on the use of an inlying dowel firmly 
fixed in place at the time of early débridement. It is 
the purpose of the authors to give a brief review 
of the anatomy of Stenson’s duct; also to report 
another case of primary suture of the parotid duct 
and show the success of the procedure with ac- 
companying pictures of the patient and sialograms 
taken 6 months following the operation. 

The authors then give a brief discussion of the 
anatomy of Stenson’s duct. 

The case report was that of a 35 year old man who 
was admitted to the Bellevue Hospital on December 
31, 1944 with multiple lacerations of the face and 
hands, having been assaulted with a sharp instru- 
ment about an hour prior to admission. There was 
a deep laceration 6 cm. in length extending obliquely 
from over the zygoma at a point about 3 cm. 
anterior to the tragus of the left ear almost to the 
midpoint of the body of the mandible. The buccal 
mucosa was intact. He was unable to move the 
left side of the face. There was also a 2 cm. laceration 
over the lateral margin of the left eye and a 2 cm. 
laceration of the base of the nose. A 6 cm. laceration 
extended across the knuckles of the third to the 
fifth fingers of the left hand with division of the 
tendons and the laceration had penetrated directly 
into the bony substance, partly severing the meta- 
carpal heads. The patient had a flexion deformity 
of the third to the fifth fingers due to a pre-existing 
Dupuytren’s contracture. A similar deformity in- 
volved the fifth finger of the right hand and there 
was a superficial laceration of the right thumb. The 
remainder of the examination was within normal 
limits except for an old upper right rectus scar. 

Two hours after admission débridement and suture 
of the multiple lacerations were performed under 
sodium pentothal anesthesia. The lacerations of 
the tendons on the left hand were also repaired. 
All wounds were uncomplicated except for the one 
in front of the left ear where exploration revealed 
complete division of Stenson’s duct in the masseteric 
portion and division of the three terminal branches 
of the facial nerve. After careful cleansing and 
irrigation of the wound and removal of all devitalized 
tissue, the masseter muscle was sutured and an 
attempt was made to approximate the severed ends 
of the facial nerve branches, but the smallness 
of the branches made approximation doubtful. 
However, the proximal end of the severed duct 
was easily identified and the distal end was located 
by passing a small ureteral catheter through the 
orifice in the mouth. When the catheter emerged 
in the laceration, it was passed into the proximal 
segment of the duct. The two ends were then su- 
tured over the catheter with interrupted sutures 
of fine black silk. Primary closure of the wound was 
carried out. The catheter was taped securely to 
the lower lip to hold it in place and a dry sterile 
dressing was applied. 
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Postoperatively, the patient was given nothing 
by mouth, and oral hygiene was maintained 
He had a slight elevation of temperature for 4 
days, spiking to 103° F. on the fifth and sixth days 
with subsequent return to normal. On the fourth 
postoperative day there was slight swelling over the 
left parotid gland. The wound, however, was clean. 
There was a slight reaction about the orifice of the 
duct in the mouth. No flow of saliva was noted. 
The catheter was removed on the fifth postoperative 
day. The patient was fed parenterally until the 
sixth day, when he was placed on a full fluid diet. 
He was given a soft diet on the seventh day and 
it was tolerated well with no swelling or pain in 
the region of the left parotid gland. A free flow 
of saliva was noted from the stoma of Stenson’s 
duct. Because of the left facial paralysis, a tarsor- 
rhaphy was performed on the twelfth day, but 
the operation was unsuccessful. He was dis- 
charged from the hospital on the eighteenth post- 
operative day. The patient was contacted 6 months 
later, at which time the sialograms were taken. 
There was no fistula, swelling, or tenderness of the 
parotid gland and the sialogram showed a normal 
pattern with no stenosis of the duct. 

The original article presents pictures of the 
patient 6 months postoperatively and reproductions 
of the sialograms. 

The authors discussed the variants in the form 
of treatment of this and other cases reported in 
the literature. Constant factors were that débride- 
ment and suture were carried out as soon as possible 
after injury and an inlying dowel was used in every 
case but one. The type of dowel varied and it 
did not seem to make any difference which kind 
was used. Those that have been used have been 
stiff iodine catgut, silkworm gut, urethral catheters, 
fusiform bougies, and several others. Successful 
results were obtained in each instance, which suggests 
that the type of dowel is not important. The use of 
the dowel is to maintain, but not to occlude com- 
pletely, the lumen of the duct until healing has 
occurred. In addition, the anatomic structure of 
the duct probably contributes to success as its 
thickness allows accurate and substantial place- 
ment of the sutures. The type of suture used seems 
to make no difference. Catgut, silk, and cotton 
have all been used with success. Some cases have 
been closed with drainage and others without. 

It, therefore, appears from this report and other 
reports appearing in the literature that salivary 
fistula can be prevented by successful primary 
suture of Stenson’s duct. Wrtttam A. AHROON, M.D. 


NECK 


Ward, Robertson: Malignant Goiter. Lessons to be 
Learned from a 20 Year Follow-Up. West. J. 
Surg., 1947, 55: 383- 

This report is based upon the study of 179 cases of 
cancer of the thyroid gland. It is believed that the 
usual 5 year follow-up of cancer is not adequate 
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when dealing with malignant goiter. An 8 to 10 
year remission of growth is not unusual after opera- 
tion alone or with roentgen therapy. Nodular goiter 
and malignant goiter must be considered together 
for it is believed that nodular goiter is the breeding 
ground of malignancy. Malignancy in solitary ade- 
nomas was found in 15.6 per cent of 96 cases. Chil- 
dren under 15 cannot be excluded when malignancy 
in a nodular goiter is considered. A table showing 
the incidence in nodular goiter by sex is presented. 
In females, malignancy was present in 3.4 per cent, 
and in males it was present in 12 per cent of nodular 
goiter. 

The author suggests that a subtotal lobectomy 
should be performed for all solitary tumors in nodu- 
lar goiters in males and children. When tumor throm- 
bus is demonstrable in the lateral veins, a sacrifice 
of the deep jugular vein is indicated. Metastatic 
deposits are removed by block dissection. One re- 
current laryngeal nerve was sacrificed when it was 
imbedded in malignant tissue. X-ray therapy of 
bulky papillary tumors may cause sloughing. Radon 
seeds have been implanted in irremovable tissue. 
In the 3 groups listed, the incidence of malignancy 
was shown to be between 12 and 24 per cent. Ra- 
dioactive iodine was used in 10 cases. In 7 of these 
cases there was no measurable pickup of radioactive 
material by the malignant tissue. In 2 cases, there 
was a slight pickup, and in 1 case, there was unusual 
deposition of radioactive material in the metastases. 
This leads one to believe that a tumor may be entire- 
ly eliminated or its growth may be arrested. It ap- 
pears that adequate and early surgery is still our 
best prospect for the cure of malignant goiter. 

RICHARD J. BENNETT, JR., M.D. 


Hare, Hugh, F.: Cancer of the Thyroid. Surg. Clin. 
N. America, 1947, 27: 561. 

The classification of thyroid tumors according to 
Shields Warren is accepted as a basis for the present 
study. This is as follows: 

Benign tumors: (1) adenomas—embryonal, fetal, 
simple (Huerthle cell), colloid; and (2) papillary 
cystadenomas— originating from thyroid, or origin- 
ating from aberrant thyroids. 

Malignant tumors: (Group I) tumors of low or 
potential malignancy —adenomas with papillary cys- 
tadenoma with biood vessel invasion, originating in 
either the thyroid gland or in aberrant thyroid tissue; 
(Group II) moderately malignant adenocarcinomas 

papillary, alveolar, Huerthle cell; and (Group III) 
tumors of high malignancy —small cell carcinomas 
(compact type, diffuse type), giant cell carcinomas, 
epidermoid carcinomas, fibrosarcomas, and lympho- 
mas. 

Between the years 1926 and 1936, 240 patients 
with malignant tumors of the thyroid were treated. 
These were subsequently observed for 5 years or 
more; 110 of these were of Group I, 77 of Group II, 
and 53 of Group III. Three were sarcocomas. 

Tumors of low or potential malignancy (Group I) 


usually developed from pre-existing single nontoxic 
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adenomas. The etiology of the more highly malig- 
nant tumors (Groups II and III) could not be deter- 
mined. 

Lateral aberrant thyroid tissue occasionally be- 
comes malignant. Histologically, such tumors are 
papillary cystadenomas and have none of the char- 
acteristics of thyroid tissue. Diagnosis rests on the 
known relationship of these tumors to aberrant 
thyroid tissue. 

Tumors of Group I usually have a duration of 
from 1 to 3 years. Occasionally there is rapid growth 
during the last week or month. The preoperative 
diagnosis was often simple adenoma. 

Tumors of Groups II and III are usually easily 
diagnosed. There is usually evidence of venous com- 
pression and a hard, fixed, infiltrating mass. There 
may be stridor. Thyroiditis may be confused with 
early malignancy. The distinguishing feature is that 
usually with thyroiditis the gland remains symmetri- 
cal, whereas with malignancy, symmetry is lost. 

An indication of malignant degeneration of an 
adenoma is the change from moderate firmness to 
induration. However, a sudden and painful increase 
in hardness is more likely to be due to hemorrhage 
into an adenoma. 

Other important signs of malignancy are attach- 
ment of the gland to prethyroid muscles and hoarse- 
ness. 

Toxic adenomas are rarely the site of malignant 
degeneration; of 7 cases encountered in a 10 year 
period, 4 occurred in patients with multiple colloid 
goiters and toxicity. 

Surgical removal is indicated for all malignancies 
of the thyroid. Although the low or potentially mal- 
ignant group can be completely removed surgically, 
radiation treatment following surgery is advised be- 
cause of frequent recurrences and because these tu- 
mors are radiosensitive. 

With the more malignant tumors, it is essential 
that adequate radiation should be delivered to the 
entire field by crossfire technique with one portal 
on each side of the neck and one in the midline. A 
dose of 2,000 roentgens measured in air is given to 
each portal, making a total of 6,000 roentgens for one 
series of treatment. The daily treatment is 150 roent- 
gens for each portal, except for debilitated patients 
who receive 100 roentgens. The following factors 
were used: 200k.v.p., 20 ma., 24 roentgens per min., 
1 mm. of copper, 1 mm. of aluminum, 50 cm. distance 
portal from 7 to to sq. cm., and half layer value 1.3. 

Ciinton H. TurEenes, M.D. 


Lahey, Frank H.: Tumors of the Neck. Surg. Clin. 
N. America, 1947, 27: 486. 

Tumors of the neck are discussed under three 
headings: midline tumors, solitary lateral tumors, 
and multiple tumors of the neck. All midline tumors 
of the neck are of thyroid origin. Rarely there is 


complete failure of the thyroid to descend, and a 
lingual thyroid results. These thyroid glands require 
removal only because of pressure symptoms; after 
their surgical removal the patient will be completely 
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myxedematous. These tumors can often be success- 
fully removed through the mouth. Thyroglossal 
cysts and sinuses are another form of midline tumor. 
Not only must the cvst be completely excised, but 
the central portion of the hyoid cone and a portion 
of the base of the tongue must be completely re- 
moved to avoid recurrences. Some adenomas of the 
thyroid are midline tumors. The author is of the 
opinion that all discrete adenomas of the thyroid 
should be removed because of the danger of malig- 
nant degeneration. 

The treatment of single, discrete, laterally located 
tumors of the neck is important because of the fact 
that not a few of them are or become malignant. 
The most common tumors in this location are the 
branchial cysts. They empty into the pharynx close 
to the tonsil. Below the level of the digastric muscle 
these cysts and sinuses are superficial in position. 
The best method of treating branchial cysts and 
sinuses is by their surgical removal through multiple 
small incisions. The next most common laterally lo- 
cated tumors of the neck are lateral aberrant thyroid 
tissue. They may be single discrete tumors or they 
may be multiple. When discrete, a diagnosis is only 
possible upon microscopic examination. They also 
are superficial in position. In the 47 patients seen 
with lateral aberrant thyroids, g were malignant and 
2 patients have died. The tumors are highly radio- 
sensitive and radical removal followed by high volt- 
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age x-ray therapy gives good results. One of the 
rare tumors of the neck is a tumor of the carotid 
body. These tumors cannot be moved downward 
because of the fact that their descent is limited by 
their origin in the carotid notch. Also, they tend to 
grow inward and are deeply located, as contrasted 
to the previously mentioned tumors. When these 
tumors surround the three vessels so that ligation of 
all these structures would be required for the removal 
of the tissue, the author believes that the danger of 
malignancy is less than the danger of the ligations. 
In such a situation he does not remove the tumor. 
Figures as to the percentage of malignancy in these 
tumors vary from 50 to 20 per cent. Neurofibromas 
may also be found gs lateral, single neck tumors. 

When multiple tumors and cysts of the neck are 
present, diagnosis is more difficult. Tuberculous cer- 
vical adenitis is still occasionally seen and is best 
treated by irradiation. Hodgkins disease of the 
glands of the neck must always be considered in the 
presence of multiple neck tumors. Multiple neck 
tumors may result from malignant metastases, ade- 
nomas of the thyroid, and lateral aberrant thyroid 
tissue. The one outstanding feature which distin- 
guishes intrathoracic goiter from most other medias- 
tinal tumors is the fact that it ascends and descends 
with swallowing. The only other tumors which do 
this are certain benign esophageal tumors. 

F. J. LESEMANN, JR., M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


War Surgery Supp. No. 1. Wounds of the Head. 
Brit. J. Surg., 1947, Supp. 1. 


In 1944 the British Journal of Surgery devoted one 
issue to the subject of penicillin, at a time when con- 
siderably less was known about the total possibilities 
and limitations of the drug than is true today. How- 
ever, that volume still stands as a sound treatise on 
the subject. The same journal.has now devoted an 
issue to the subject of wounds of the head, dealing 
with the British military experience in neurosurgery 
during the period from 1939 to 1945. Again, it is 
likely that the subject of military neurosurgery will 
not soon again be covered in such a comprehensive 
and instructive manner. 

The experiences reviewed in the present volume 
cover all the various theaters of the war, and all the 
major campaigns and battles. The bulk of the col- 
lected papers are from the Army, though the Royal 
Navy is also represented with its smaller number of 
casualties. 

A fitting introduction has been written by Geoffrey 
Jefferson, whose broad experience as one of England’s 
senior neurosurgeons bridges the two great world 
wars. The highlight of this memorable collection, 
however, is the second article, that by Hugh Cairns, 
which deals with the organization and early develop- 
ment of the neurosurgical organization of the British 
military, the evolution of the treatment of the un- 
complicated vertex wound of the brain, special types 
of brain wounds, infections, the specific neurological 
signs of head wounds, after care, the special factors 
of success and failure in treatment, and a considera- 
tion of other outstanding problems. From this paper 
alone the reader may appreciate the value of highly 
trained, mobile, closely co-ordinated teams of sur- 
gical specialists working near the front after the 
manner of the British Mobile Neurosurgical Units. 
From this the American Army Medical Corps could 
learn and profit much. The British were realists. 
The time came when they found themselves increas- 
ingly poor in man power, and the saving of life, time, 
transport and other effort, with the early return of 
the patient to duty, was with them a much more 
vital concern than apparently was true in our own 
organization. 

The volume is profusely and well illustrated. The 
colored illustrations of Shorstein’s article are remark- 
ably good and tell the story even without the text. 
The rather stylized format of all the articles makes 
reading pleasant and easy to remember. The sub- 
jects of infection, complications, and chemotherapy 
are considered from every angle, and in most in- 
stances case reports, where used, effectively drive 
home good points. Ascroft’s interesting article on 
his survey of 662 fatal head wounds is included. 
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Also included are several papers which were pre- 
sented in their original form at the neurosurgical 
meetings in Rome and Florence in February and 
March of 1945, and many American neurosurgeons 
who were present at those meetings will recall with 
interest those days in association with a most stimu- 
lating group of British doctors.: 

This remarkable volume is recommended to all 
military administrators, members of the American 
Army and Navy Medical Corps, and neurosurgeons 
in general. It should be compulsory reading for all 
medical students before graduation. 

JouNn Martin, M.D. 


Govan, Clifton D., Jr., and Walsh, Frank B.: Symp- 
tomatology of Subdural Hematoma in Infants 
and in Adults: Comparative Study, with Partic- 
ular Reference to the Ocular Signs; An Obser- 
vation Concerning the Pathogenesis of Sub- 
dural Hematoma. Arch. Ophth., Chic., 1947, 37: 
701. 


The symptomatology of subdural hematoma in 
infants and in adults has been discussed in consider- 
able detail by the authors. A reported series of 36 
infants and 1 older child of 8 years was compared 
with an adult group of 54 patients. The point was 
stressed that there was only 1 patient in the age 
group of “two to twenty years.” 

Of the infants, 21 were males and 15 were females. 
Nineteen of the 37 infants, and 49 of the 54 adults 
had a history of trauma. 

The nutritional state in 14 of the infants was poor. 
No accurate evaluation was made in the adults. 

Convulsions were present in 28 of 35 infants, in 
contrast to the adults, only 2 of whom had convul- 
sions. 

Vomiting was present in 18 of the infants and in 16 
of the adults. 

Twenty infants were drowsy, with retained irrita- 
bility to stimulation. Only 2 of the infants were re- 
ported as alert. Drowsiness was a very frequent 
finding in the adults. 

Bulging of the fontanelle was present in 26 of 28 
infants with an open fontanelle. One-third of the 
infants had an elevated temperature. In the adults, 
no accurate figures on this point were available. 

The hematoma was unilateral in 51 of 54 adults; 
hemiparesis was present in 22; in 17, weakness was 
contralateral, and in 4, ipsilateral. 

The spinal fluid in the infants invariably contained 
blood, or was xanthochromic. In the great majority 
of adults, the spinal fluid was normal. 

Papilledema was estimated as 50 per cent in adults, 
although in this series only about 17 per cent of both 
adults and infants were reported as showing papil- 
ledema. The type of papilledema in adults is similar 
to that observed in cases of tumor; there may or may 
not be retinal hemorrhages of nerve fiber layer type, 
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In infants, almost invariably subhyaloid retinal 
hemorrhages are visible. 

In adults, unilateral dilatation of the pupil is fre- 
quently found on the side of the hematoma. In- 
frequently, the pupil contralateral to the lesion was 
dilated. Dilatation of the pupil has been attributed 
by Reid and Cone and Woodhall, and their associ- 
ates, to herniation of the hippocampus of the medial 
aspect of the temporal lobe and midbrain through 
the tentorium. As a result of such herniations, pres- 
sure was produced on the homolateral third nerve 
with development of an internal ophthalmoplegia 
which may be associated with ptosis. 

Sixth nerve palsy was present unilaterally in 3 
adults, and bilaterally in 1 adult. Nystagmus was 
present in only 3 adults. Conjugate deviation of the 
eyes away from the side of the lesion was present in 
2 adults. Visual field changes were infrequent. 

The authors have made the observation that in 
infants the hemorrhage is almost always bilateral 
and the spinal fluid bloody, in contrast to the situa- 
tion in adults, in whom it was a very infrequent 
finding. It is noted also that frequently in infants 
there is no history of trauma, whereas in adults there 
is almost invariably a history of trauma. 

Anatomical studies show that in the infant the 
dura and delicate arachnoid membrane are easily 
separated from the vessels and pia mater close to the 
midline. These veins, in emptying into the longitu- 
dinal sinus, are relatively unsupported for distances 
varying from a few millimetres to one centimeter, 
which, the authors feel, is an important point in the 
frequency of bilateral bleeding in infants, as well as 
the frequent findings of blood in the spinal fluid. 

In contrast to this condition, it is pointed out that 
in adults the dura and the arachnoid membrane are 
firmly bound together in the region of the longitu- 
dinal sinus. This attachment of the arachnoid to the 
dura is formed by masses of fibrous tissue, forming 
the base of arachnoid villi (pacchionian granula- 
tions). Howarp A. Brown, M.D. 


Bingham, John A. W.: Causalgia of the Face. 
Brit. M. J., 1947, 1: 804. 


The author describes 2 cases of causalgia of the 
face. The condition was successfully treated by 
dividing the sympathetic chain below the superior 
sympathetic ganglion and by resecting the lower 
half of the ganglion. 

The first case was that of a 28 year old Indian who 
had received a small penetrating wound of the right 
cheek. X-ray examination revealed a small metallic 
fragment under the base of the skull in the region 
of the foramen ovale. Burning pain developed im- 
mediately in the right side of the face and was still 
present when he was seen a year later. The pain 
was described as continuous and involved all three 
divisions of the trigeminal nerve. There was also 
marked hyperalgesia of the skin in the same area 
and the pain was aggravated by warmth, with eat- 
ing, or with much talking. A procaine-alcohol in- 
jection of the stellate ganglion gave immediate 


NERVOUS SYSTEM 541 


temporary relief of the pain, but 3 weeks following 
injection the facial pain and tenderness recurred. 
Under local anesthesia the right superior sympathet- 
ic ganglion was exposed. The chain was divided 
and the lower half of the ganglion was excised. The 
facial pain and tenderness were again completely 
relieved and there was no sign of recurrence 3 
months later. 

The second patient also received small penetrat- 
ing wounds of the left side of the face and head. 
Three months following injury he noted continuous 
burning pain confined to the maxillary division of 
the trigeminal nerve. X-rays showed multiple for- 
eign bodies in the scalp and left parietal area, and 
left temporal fossa. As in the first case, a marked 
hyperalgesia of the skin of the cheek was present. 
A procaine-alcohol injection gave immediate but 
temporary relief of pain and later the lower half of 
the superior sympathetic ganglion and a portion of 
the sympathetic chain were excised. Facial pain and 
tenderness were relieved immediately. 

A brief discussion of the etiology and mechanism 
of production of causalgic pain is presented. The 
author believes that sympathectomy relieves causal- 
gic pain by interrupting the sensory pathway. 

Howarp H. Lanner, M.D. 


PERIPHERAL NERVES 


Davis, Loyal; Martin, John; and Perret, George: 
The Treatment of Injuries of the Brachial 
Plexus. Ann. Surg., 1947, 125: 047. 


The authors state that injuries to the various 
parts of the brachial plexus may be of the same 
general nature regardless of whether the patient is 
of civilian or military status. Blunt injuries, such 
as direct blows or traction and attenuation of the 
plexus, occurred in 17 of their 47 patients, whereas 
the other 30 patients suffered open injury of the 
plexus, either through gunshot or stab wounds. 

In the blunt, closed injuries the funiculi are torn 
apart, not cut at any one particular level as in the 
open injuries, and such ruptures may occur at any 
point from the origin of the roots at the spinal cord 
to the most distal part of the nerve trunks. The 
resulting lesions are those of complete or incomplete 
anatomic or physiologic lesions, which should not 
be classified as “upper” or “lower” types. The rec- 
ord of the examination must show that the lesion 
has been located by a careful examination of the 
affected muscles and the sensory patterns. By no 
other method can accurate diagnosis or final evalu- 
ation of the residual lesions be made. 

Admittedly, injuries of the brachial plexus are 
difficult of evaluation as to the probable extent of 
spontaneous recovery, and especially is this true 
in the blunt injury. Such recovery may progress 
over months and years. Obviously, the results of 
surgical treatment of such lesions could never be 
as good as they are in simpler peripheral nerve 
injuries. Rarely is end to end suture possible, and 
for that reason the use of nerve grafts should be 
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of distinct value when gaps occur after the open 
type of injury. Neither type of injury should be 
denied the benefit of surgical treatment when, with 
persistent physical therapy, the progress of recovery 
has reached a stand still. Neurolysis with careful 
removal of all constricting bands and scar tissue 
should be followed by a regimen of physical therapy 
planned for many months. Estimations of the re- 
covery of function in all peripheral nerve surgery 
must be based upon the recovery of sensation in 
isolated areas of supply and upon the recovery of 
movement in muscles whose action cannot be imi- 
tated by supplementary movements. 
Joun Martin, M.D. 


Annersten, Svante: Studies on the Scalenus An- 
ticus Syndrome. -\cta chir. scand., 1947, 95: 410. 


The author reviews the mechanism of the scalenus 
anticus syndrome, as previously given in numerous 
articles published in this country, and describes a 
method of measurement of the transverse process of 
the seventh cervical vertebra. He has studied these 
measurements in 400 roentgenograms of the neck, 
and has compared them with the length of the trans- 
verse process of the first thoracic vertebra, thus es- 
tablishing an index which he believes will be of help 
in determining those conditions that may fall into 
the category of the scalenus anticus syndrome and be 
benefited by surgical measures. 

In conclusion the author states that scalenotomy 
alone is sufficient in those cases in which compression 
of the nerve is brought about by pressure of the 
scalenus muscle upon the costotransverse process of 
the seventh cervical vertebra. If the transverse 
process is enlarged—even without a true rib—such 
compression is likely to occur, and this enlargement 
was present in the majority of the cases reported in 
the present article. 

Such compression also may give rise to vasomotor 
disturbances in addition to those of purely neuro- 
genic character. Howarp A. Brown, M.D. 


Bjérkesten, G. af: Suture of War Injuries to Pe- 
ripheral Nerves. Clinical Studies of Results. 
Acta chir. scand., 1947, 95: Supp. 119. 

The author has studied a series of 756 Finnish war 
casualties in whom nerve sutures were performed for 
a postoperative period extending from 6 months to 
5 years. In judging the amount of recovery he con- 
sidered only return in motor function. Of 756 nerve 
sutures, only 12 were primary sutures performed 
immediately after the injury in a field hospital; the 
other 744 were secondary sutures performed in a 
general hospital. The primary sutures became in- 
fected in 50 per cent of the cases and their recovery 
was not satisfactory. The positive results in second- 
ary sutures depended only to a small extent on the 
interval between trauma and operation. Among the 
patients operated upon during the first 3 months 
after the injury, the results were positive in 89.8 
per cent, and this number gradually decreased to 
71.7 per cent for patients operated upon later than 
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Percentage of . —s 
' Number qualitative results a og 
Nerve a. results | results 
Good |Medium| Poor |Pe™ cent|per cent 
Brachial Plexus 6 16.7 33-3 50.0 100.0 ° 
Musculocutaneous 2 50.0 50.0 ° 100.0 ° 
Radial 165 21.8 41.8 32.2 95.8 4-2 
Median 96 21.9 44.8 27.1 93-8 6.2 
Ulnar 192 °* 9.9 43-4 37.0 90.6 9.4 
Femoral "2 50.0 50.0 ° 100.0 ° 
Sciatic ; 84 23.8 52.4 3.6 79.8 20.2 
(tibial portion) 
Sciatic (peroneal 84 2.3 11.9 42.9 57-1 42.9 
portion) 
Tibial 19 10.5 68.4 15.8 04.7 5-3 
Peroneal 75 22.7 25.3 25.3 73-3 20.7 
725 16.7 39.3 29.5 85.5 | 14.5 























a year after trauma. However, qualitatively, much 
better results were obtained when the nerve was 
sutured early, and the failures outnumbered the 
satisfactory results when the nerve suture was per- 
formed later than 9 months after injury. 

Signs of motor recovery were observed earlier in 
the upper than in the lower extremity, but the tibial 
and the radial nerves were observed to require the 
shortest period of regeneration. The author also 
found that motor recovery was much delayed in low 
or distal lesions as compared to more proximally 
situated lesions. In no instance did he observe any 
return of function in the small muscles of the foot, 
and re-innervation of the small hand muscles was 
usually slow and incomplete. He never saw complete 
restitution of function in any of them even 5 years 
after operation. The above table shows the results 
obtained 1 year after suture. 

The age of the patients played only a minor role. 
The author states, however, that the 50 oldest pa- 
tients (between 47 and 51 years of age) showed much 
poorer results than the 50 youngest patients who 
were between 17 and 21 years of age. Nerve lesions 
accompanied by fractures showed poorer results, 
which the author attributed to delay in suturing the 
nerve, necessitated by the time required for healing 
of the fracture and also by complicating lesions of 
the soft tissues, so that it was often impossible to 
isolate the nerve from the bony callus. Lesions to 
the main arterial trunk of the affected extremity did 
not seem to alter the rate and degree of motor 
recovery. The influence of postoperative wound in- 
fections on motor recovery was not as great in sec- 
ondary suture as in primary suture. Sulfathiazole 
was used locally in a small number of cases which 
could not be evaluated. 

No difference in the quality of motor recovery 
could be observed following sutures performed with 
and without tension, and no harm was noticed 
following moderate stretching of the nerve segments. 
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The two-stage operation yielded good results in 
several cases in which it was impossible to approxi- 
mate the nerve ends at the first operation. Recovery 
did not seem to be influenced by a rotation of the 
two severed nerve segments, but was definitely 
poorer when a large loss of nerve substance was 
present. The author warned against a resection of 
the two nerve stumps beyond what was absolutely 
necessary. He also suggested an oblique resection of 
the two nerve ends when there was a difference in the 
diameter of the central and the distal stump, in 
order to facilitate approximation and suture. He 
found that an immobilization period of 4 weeks was 
usually sufficient and that it had little to do with a 
secondary rupture of the suture line. 

Although no specific effects of the postoperative 
treatment on recovery were noticed, all patients re- 
ceived postural treatment, heat, galvanic and faradic 
stimulation, passive and active movements, general 
gymnastics, and especially rehabilitating activity. 
The qualitative results seemed to depend on the 
degree of motility preserved in the joints of the af- 
fected limb, and on the absence of contractures. The 
main objective of the postoperative treatment was 
to preserve the full range of passive motility of the 
paralyzed extremity. It was clinically impossible tc 
prove that the electrical treatments had any in- 
fluence on recovery but they were considered justi- 
fiable because of their psychological effect. 

GEORGE PERRET, M.D. 


MISCELLANEOUS 


Paine, Tom F.; Murray, Roderick; Harris, H. Wil- 
liam; Finland, Maxwell; and Wilcox, Clare: 
Streptomycin in the Treatment of Certain 
Gram-Negative Bacillus Infections of the Cen- 
tral Nervous System. Am. J. M. Sc., 1947, 213: 
676. 

The report presented deals with 5 cases of gram- 
negative bacillus infections of the meninges in 
which recovery followed treatment with strepto- 
mycin. The causative organisms were Pseudomonas 
aeruginosa (Bacillus pyocyaneus) and Hemo- 
philus influenzae, each in 2 cases, and Bacillus 
proteus in 1 case. In the past these organisms have 
been highly resistant to the action of both the sulfa 
compounds and penicillin. 

The case reports are accompanied by charts 
showing the important findings in each particular 
case. The total daily intramuscular dose ranged 
from 0.2 gm. to 4 gm. The intrathecal dose con- 
sisted of 0.05 gm. in 1 ml. of sterile normal saline. 

The authors evaluate the role of streptomycin in 
the cases of Pseudomonas aeruginosa meningitis. 
In case 1, the clinical and bacteriologic response of 
the patient following the institution of therapy 
was prompt. In this patient, the infection followed 
lumbar puncture and streptomycin was started 
relatively early in the course of the disease but only 
after several days of apparently ineffective peni- 
cillin and sulfadiazine therapy. In case 2, strepto- 
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mycin therapy was not begun until the seventh 
day of the disease, after 4 days of ineffective peni- 
cillin therapy; the response of the infant to strepto- 
mycin was only gradual and there was evidence of 
residual damage to the central nervous system 
after treatment. In the period of 7 days before strep- 
tomycin was begun, there was more than ample time 
for Pseudomonas aeruginosa to have inflicted severe 
damage on the central nervous system. 

In case 3, with Bacillus proteus morgani menin- 
gitis, organisms disappeared from the cerebro- 
spinal fluid only after the institution of streptomycin 
therapy, though some clinical improvement had 
occurred during the preceding period while peni- 
cillin and sulfadiazine were being given. Here again 
the recovery may be ascribed to streptomycin. 

In case 4, with Hemophilus influenzae meningitis, 
streptomycin therapy was attended by a prompt 
clinical and bacteriologic response. Since no other 
medications were used in this patient, strepto- 
mycin would seem responsible for the cure obtained 
in this infant. An elevation of temperature and a 
pleocytosis of the cerebrospinal fluid was noted in 3 
of the patients following the intrathecal injection 
of streptomycin. 

The transient untoward effects of the local use of 
streptomycin would indicate that the intraventricular 
and intrathecal routes for the administration of 
streptomycin should be used with caution. Strep- 
tomycin, administered by the intrathecal and intra- 
muscular routes, would seem to be the drug of 
choice in the treatment of meningitis due to these 
gram-negative bacilli. © Howarp H. Lanper, M.D. 


Craig, Winchell McK., and Abbott, Kenneth H.: 
Surgical Considerations in the Treatment of 
Hypertension. Ann. Surg., 1947, 125: 608. 

The surgical treatment for the relief of hyper- 
tension has passed through the stage of radical 
rhizotomy into that of extraspinal resection of the 
splanchnic nerves and the thoracic and lumbar 
sympathetic ganglia and trunks. 

Classification and grouping of the disease have 
been chosen arbitrarily for a comparison between the 
medical treatment, on the one hand, and various 
types of surgical procedures, on the other. No 
satisfactory single criterion for the prediction of 
successful operations has been developed. It has 
been agreed that even the most extensive of the oper- 
ations cannot change the clinical status of hyper- 
tension which has advanced to the degree of 
irreversible changes in the vessels of the heart, 
kidneys, brain, and other organs. 

The nature of the operation is physiologic rather 
than pathologic and the results depend on the 
physiologic response of the vascular system. All 
types of sympathectomy and splanchnicectomy have 
been followed by arrest of the progress of the disease 
and alleviation of symptoms. Although it is true 
that the more extensive operations have resulted in 
greater denervation of the vascular system, they also 
result in a more extensive cutaneous area of non- 
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sweating which produces discomfort to the patient 
in adjusting himself toclimatic changes, and further 
discomfort because of excessive sweating in the 
unaffected areas. 


Newell, John L., and Smithwick, Reginald, H.: 
Pregnancy following Lumbodorsal Splanchni- 
cectomy for Essentialand Malignant Hyperten- 
sion and Hypertension Associated with Chronic 
Pyelonephritis. . England J. M., 1947, 236: 851. 


Pre-existing hypertension, with or without renal 
disease, makes for a poor prognosis in pregnancy both 
for the mother and the child. Pregnancy is consid- 
ered to accelerate the progress of these diseases. Se- 
vere hypertension is considered by many to be an in- 
dication for therapeutic abortion. 

The present article is based on 14 cases of arterial 
hypertension with blood pressures averaging 196 
systolic and 130 diastolic. Prior to splanchnicectomy 
the blood pressures of these patients were studied 
during the ensuing pregnancies and at 6 weeks post- 
partum. In one case, the splanchnicectomy was 
performed during the first trimester. Following the 
splanchnicectomy the average blood pressures, prior 
to the pregnancies, averaged 135 systolic and 87 di- 
astolic; only 2 patients had persistent albuminuria, 





The diagnosis of the hypertension was as follows: 
the condition in 7 patients was classified as essential 
hypertension, in 2 as essential hypertension and as- 
sociated chronic pyelonephritis; 2 patients developed 
both hypertension and pyelonephritis during their 
first pregnancy; there were 3 cases of malignant hy- 
pertension with pyelonephritis in 2. In all the cases 
hypertension antedated the pregnancies under dis- 
cussion and in 3 cases previous pregnancies were 
interrupted because of hypertension. 

In 9 cases the blood pressure remained within nor- 
mal limits during pregnancy without albuminuria 
In the other 5 there was very little change in blood 
pressure until the third trimester; in one of these, a 
four plus albumin necessitated interruption of the 
pregnancy at the thirty-fourth week. There is a com- 
plete clinical record of each patient. It seemed to the 
authors that it would be most unlikely for the major- 
ity of these patients to have had living children with- 
out severe cardiovascular damage unless the splanch- 
nicectomy had been performed. It appears that after 
a satisfactory response, a carefully supervised preg- 
nancy is safe and permissible and arrangements may 
even be extended to include cases of malignant hy- 
pertension which would otherwise be extremely haz- 
ardous. ADRIEN VER BRUGGHEN, M.D. 
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CHEST WALL AND BREAST 


Pricolo, V., and Goisis, M.: Histological Notes on 
Fibrocystic Mastopathy before and after Treat- 
ment with Male Sexual Hormone (Rilievi isto- 
logici nella mastopatia fibrocistica prima e dopo 
trattamento con ormone sessuale maschile). Tumori, 
Milano, 1946, 32: 175. 

The efficacy of testosterone propionate in chronic 
mastitis, periodical painful breast, and menstrual 
and menopausal disorders was first observed by De- 
marest and Capitain in 1937. The excellent results 
with sexual hormones obtained in a case of mas- 
topathy with hyperfolliculinemia led the authors to 
try it in 17 more patients. In 16 of them the tes- 
tosterone acetate caused the pain to leave and ar- 
rested the progress of the illness. In 1 case only the 
results were not satisfactory, possibly because the 
patient was old and the mastopathy had been pres- 
ent for many years. Premenstrual monthly doses of 
from 30 to 90 mgm. were given for a few months. 
The results obtained by Demarest and Capitain were 
soon confirmed by others (Turpault, Loeser, Migli- 
avacca, Borghetti,) so that today the use of male 
sexual hormones is almost specific in cases of fibro- 
cystic mastopathy in the female. 

Various authors who have interested themselves 
in this problem have reported a diminution or dis- 
appearance of the adenomatous and cystic nodules, 
and cessation of pain. However, no one has con- 
firmed the results with histopathological studies. 


This the authors have done and in this article they 
report the clinical and histopathological results in 
the mammary gland before and after treatment with 
testosterone propionate (perandren). A biopsy of 
the gland was taken before and after the treatment 
was started, and the treatment consisted of 25 mgm. 
per dose until a total of 125 mgm. was reached. 
After 2 months, more tissue was removed for micro- 
scopic study. The tissue was removed for an area 
distant from the previous biopsy site to eliminate trau- 
matic reactions. In some cases a third microscopic 
examination was made. Following a histopatho- 
logical discussion of the biopsy specimens before and 
after the treatment with perandren the authors state 
that there was a reduction of the epithelial elements 
and of the cystic formations, and an increase of the 
connective tissue elements leading to compression 
and almost strangulation of the epithelial elements. 
These changes, namely, coarctation and individual- 
ization of the lobules, a tendency toward or com- 
plete disappearance of the cysts, and reduction of 
the tubules of the ‘‘Mantel gewebe” ere more mark- 
ed in tissues removed 3 or 4 months after the treat 

ment. Tissue removed from 1 to 2 months after the 
treatment shows intermediate changes. The ul- 


timate conclusion is that testosterone propionate 
causes a gradual fibrosis and involution of the epi- 
thelial elements, an action which is antagonistic to 
the hyperplasia of the elements of the mammary 
gland. The authors acknowledge that some authors 
have obtained opposite results, namely, a marked 





Fig. 1. Before treatment. Hyperplastic cystic prolifera 
tion of medium grade. 


Fig. 2. One month after treatment. Beginning involu- 
tion with reduction of the “Mantel Gewebe.” 
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Fig. 3. Three and one-half months after treatment. Fi- 
brosis of the “Mantel Gewebe” and marked involution of the 
glandular elements with dispersion. Typical involution. 


increase of the epithelial elements and of the con- 
nective tissue, and they mention the anticarcino- 
genic action of the male hormones (as reported by 
Prudente and others), which is explained by endow- 
ing the male hormones with an action antagonistic 
to the estrogens. 

The authors believe that continuous treatment 
with androgens may lead to masculation of the fe- 
male breast for the same reason that treatment with 
folliculin has caused gynecomastia in the male. 

The dosage of the male hormone depends on the 
amount of folliculin present in the patient; therefore, 
some method of computing its amount in the blood 
should be established. Large doses of perandren are 
recommended in order that the fibrocystic breast 
may be kept under the favorable influence of this 
hormone. Joseru M. A. Pape, M.D. 


Mattina, M.: Considerations on the Late Results of 
Postoperative Roentgen Therapy of Cancer of 
the Breast (Considerazioni su alcuni risultati a 
distanza della Roentgenterapia post-operatoria del 
carcinoma mammario). Gior. med., Palermo, 1946, 
a: 37. 

The author compares the results obtained in a 
group of 22 patients with carcinoma of the breast 
subjected to postoperative roentgen therapy during 
the years 1938 and 1939, with the results in another 
group of patients (10) operated upon during 1943 
and unable to undergo x-ray therapy because of the 
exigencies of the war. The results show a diminished 
mortality in the patients of the first group as well as 
fewer recurrences (26%) as compared to the recur- 
rences in the second group (60%). 

The conclusions of the author are as follows: 


1. It is a necessary and indispensable part of the 
surgical cure to subject all patients with carcinoma 
of the breast beyond the first stage of Steinthal to 
postoperative irradiation soon after the healing of 
the incision. Delayed healing of the incision is not a 
contraindication to start irradiation. 

2. Of the different techniques in vogue, the one of 
Perussia is recommended. This consists of irradia- 
tion given in one series of from 2 to 3 weeks’ duration 
with administration in one area only of 2,500 to 3,000 
roentgens at a focal distance of 60 cm. 

3. The methods of Wints, Palmieri, and Holdfelder, 
which require various series, are to be used only when 
the technique of Perussia is contraindicated. 

Joseru M. A. Pape, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Di Rienzo, S.: Bronchial Dynamics. Its Roent- 
genologic Manifestations (Dinamismo bronquial. 
Sus manifestaciones radiologicas). Bol. Inst. clin. 
quir., B. Air., 1946, 22: 148. 

In addition to anatomic features, bronchi also 
possess dynamic characteristics which may easily 
escape detection not only in a cadaver but also in 
vivo during the bronchoscopic examination. Such 
dynamic factors can be studied best after the intro- 
duction of an opaque medium into the bronchi. 

Bronchial dynamics depend on 3 anatomic struc- 
tures: muscular fibers, elastic fibers, and terminal 
nerve fibers. Smooth muscular fibers form functional 
radicular and alveolar sphincters. 

The play of contractions in lobular bronchi is not 
continuous but rhythmic, corresponding to respira- 
tion. During roentgenoscopic examination the con- 
tinuous progress of contractions of the large air 
passages can be differentiated from the rhythmic 
movements of the smaller branches. The opaque 
column which advances during inspiration recedes 
during expiration under normal conditions, while in 
presence of pathologic lesions the movements may 
be absent or reversed. 

Not infrequently bronchoscopic and roentgeno- 
logic findings contradict each other. The author 
cites an observation in a patient in whom the bron- 
chography furnished negative results but repeated 
x-ray examinations after the introduction of an 
opaque medium into the bronchi established the 
diagnosis of malignancy. 

Typical findings may be elucidated in asthma be- 
cause the normal inspiratory impulse is absent. 

Functional sphincters are responsible not only for 
physiologic reduction of the size of the bronchi but 
also for pathologic constrictions. 

The muscular fibers surrounding the bronchi are 
innervated by the extrachondral, subchondral, and 
subepithelial plexus. The fibers of the first men- 
tioned plexus derive from the sympathetic system, 
while the fibers of the other two plexus formations 
come from the pneumogastric system. 

Various local and general factors may influence 
the tonus of the bronchial sphincters. 
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Cessation of normal dynamics of the bronchi with 
the resulting retention of the opaque medium is most 
frequently observed in bronchial cancer. 

Various changes of normal bronchial dynamics 
may suggest nonexisting anatomic lesions and the 
employment of wrong therapeutic measures, and 
therefore a knowledge of the various alterations of the 
bronchial dynamics is essential for diagnosis and 
proper therapy. Josern K. Narat, M.D. 


Fojanini, Guiseppe: Multiple Successive Abscesses 
of the Lungs. Clinical Study (Ascessi multipli 
successivi del polmone. Contributo clinico). Ann. 
ital. chir., 1947, 24: 3. 

Multiple abscesses of the lungs can be divided into 
two groups: simultaneous or synchronous, and suc- 
cessive. Various stages of evolution may be found in 
the second group. Septic or pyemic processes of 
embolic nature may produce pluricentric suppurative 
lesions in both lungs. After the primary abscess has 
taken a normal course for some time, complications 
arise in the form of a rise of temperature, pain in the 
chest, vomiting, and increased expectoration. Espe- 
cially the last mentioned sign suggests a clinical 
search for multiple abscesses and a roentgenologic 
checkup. 

The author reports 8 cases of successive pulmonary 
abscesses. One patient ultimately recovered, the 
condition of 3 improved, 2 patients were left with a 
bronchial fistula, and 2 succumbed to the condition. 
From 3 to 19 months elapsed between the appearance 
of the first and second abscesses. Some patients re- 
cover under conservative treatment while others ré- 
quire surgical intervention. 

It cannot be defiinitely stated whether successive 
pulmonary abscesses may be considered exclusively 
as intrapulmonary metastases of the primary abs- 
cess. Dissemination of infection may originate from 
an extrapulmonary focus. Bronchogenic, lymphatic, 
and hematogenous paths of spread of the infection 
must be considered. The infection may invade the 
lungs by contiguity from suppurating lymph glands. 
Usually secondary abscesses develop after the pri- 
mary abscess has ceased to provoke vomiting; 
therefore, spread of infection by aspiration of the 
infected masses cannot be of great importance. 

In order not to overlook the development of a 
successive pulmonary abscess the author advocates 
periodic x-ray studies at 15 day intervals. 

The prognosis is not as bad as is generally assumed. 
Some abscesses may regress spontaneously, others 
yield to medical treatment, while some must be 
attacked surgically. If no improvement is recorded 
after from 4 to 6 weeks of conservative treatment, 
surgical intervention is indicated. 

JoserH K. Narat, M.D. 


Bisgard, J. Dewey, and Swenson, S. A., Jr.: Bilat- 
eral Lobectomy for Bilateral -Bronchiectasis. 
Arch. Surg., 1947, 54: 483. 

The authors record 4 cases of bilateral bronchiec- 
tasis in which cure was obtained by bilateral lobec- 
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tomy. In all patients, the lower lobes of both lungs 
were removed and in 1 patient the middle lobe of the 
right lung was also excised. In all but case 2 the 
patients are entirely free from symptoms. In case 2 
there is some residual cough and sputum because the 
middle lobe of the right lung and the lingua of the 
upper lobe of the left lung are bronchiectatic, and the 
disease remains because it was not recognized prior to 
and at operation. 

Eight operations and 9 lobectomies were performed 
in the 4 cases—all by intralobar dissection and the 
individual ligation technique, with intratracheal 
cyclopropane anesthesia and frequent intratracheal 
aspirations. In 2 cases bronchopleural fistula with 
empyema developed, in each case after the first stage 
of operation, and in both cases the fistula closed 
spontaneously after drainage of theempyema. There 
were no deaths in this small series. 

Removal of two major lobes, either total pneu- 
monectomy or bilateral lobectomy, reduces the 
amount of lung tissue available for respiratory func- 
tion so drastically that the cardiorespiratory capa- 
city must be critically evaluated before each 
operation. It is interesting that in 3 of 4 cases the 
resections did not cause reduction in vital capacity 
but, on the contrary, produced sizable increases. 
Apparently, the bronchiectatic lobes were relatively 
functionless. This is understandable in cases in 
which the diseased lobes are small, contracted, atelec- 
tatic, functionless masses. After lobectomy the 
residua! normal lobes become emphysematous and 
apparently develop some increase in respiratory 
capacity. To realize fully the benefits of this com- 
pensatory change, 3 or more months should be al- 
lowed between stages of operation. Probably the 
principal factors responsible for increasing respira- 
tory capacity are the elimination of infection and of 
coughing, and their interference with respiratory 
efficiency. The reduction in cardiac and respiratory 
reserve which occurs with aging limits the use of 
bilateral lobectomy to children and young adults, a 
younger age limit than that for unilateral lobectomy. 

In no other type of surgical case does a successful 
outcome depend so much on constant observation 
and vigilant attention to details of preoperative, 
operative, and postoperative care. These patients 
had the constant attention of special nurses trained 
to encourage coughing and alert to any interference 
with a free airway. A resident surgeon skilled in 
tracheobronchial aspiration was always immediately 
available. The hemoglobin and the red cells were 
maintained at normal levels by the liberal use of 
blood transfusions before, during, and after opera- 
tion. The tracheobronchial tree was kept free of 
sputum as completely as possible by postural drain- 
age before operation and by frequent tracheobron- 
chial aspirations during and after operation. Chem- 
otherapy was utilized prior to and after operation, 
first, with the sulfonamide drugs and, later, with 
penicillin, when it became available. Oxygen was 
administered in a tent as long as the patient felt that 
it was beneficial. 
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Of inestimable importance is the fact that all the 
patients are enjoying not only good health but nor- 
mal lives, which the cough previously denied them. 
The 2 boys have resumed schooling and the maiden 
was married. Four case histories are given in detail. 

Joun J. MALoney, M.D. 


Weismann, Roger E.; Clagett, O. Theron; and Mc- 
Donald, John R.: Amyloid Disease of the Lung 
Treated by Pneumonectomy. J. Thorac. Surg., 
1947, 16: 269. 


Amyloid disease, other than the commonly recog- 
nized typical form secondary to a chronic debilitat- 
ing disturbance, is now being recognized as a clini- 
cal and pathologic entity. It may occur in a more or 
less generalized distribution or may be localized to 
a portion of an organ, particularly in the connective 
tissue elements and walls of the blood vessels of the 
involved structure. 

Deposits of amyloid substance which form local- 
ized nodular tumors or infiltrations, although un- 
common, may simulate other pathologic lesions and 
require surgical removal of either a portion of the 
organ or the entire organ. 

The mechanism of elaboration of this abnormal in- 
tercellular material in localized masses is not known, 
and no evidence exists thus far that resorption of the 
deposits occurs either spontaneously or under the in- 
fluence of conservative therapeutic measures. 

A case of localized amyloid disease involving the 
main bronchus, its branches, and the corresponding 
branches of the pulmonary vessels at the root of the 
right lung was reported in the original article. Pneu- 
monectomy was performed after thorough study in 
an attempt to establish the cause of the repeated 
episodes of hemoptysis. 

Localized amyloid disease, particularly in the res- 
piratory tract, can be responsible for sufficient alter- 
ation in the anatomy and physiology of the involved 
structures to be of clinical importance. In this case 
the clinical picture was essentially that of an inter- 
mittent, longstanding, low grade obstructing lesion 
of the major bronchus or its branches, at times as- 
sociated with brief episodes of hemoptysis and with- 
out clinical evidence of the presence of a debilitating 
or suppurating disease. That the process did not pro- 
duce complete or persistent bronchostenosis was 
evident by the absence of a significant degree of 
bronchiectasis or pulmonary suppuration distally. 
The history of the patient indicated that some im- 
pairment of function and drainage of the middle and 
lower lobes of the right lung had been present for 
several years. 

It is interesting to note that relatively little ana- 
tomic narrowing of the bronchus and its branches 
could be demonstrated in the surgical specimen. The 
surgeon however, at exploration, noted that some de- 
gree of distortion of the hilus of the involved lung 
had been caused by the infiltrating mass, and it is 
likely that this could have produced some degree of 
kinking which would, in turn, further have compro- 
mised the airway of a semirigid tube, such as a large 


bronchial branch. Furthermore, the loss of the cilia 
of the surface epithelium overlying the amyloid pro- 
cess in the main bronchus and its branches suggested 
that a physiologic obstruction to the normal flow 
of bronchial secretion was present. There was no 
evidence of bronchial ulceration when the lung was 
examined in the laboratory. The source of the bleed- 
ing which resulted in the symptoms or produced the 
clot in the bronchial branch to the lower lobe, noted 
by the bronchoscopist, was best explained on the 
basis of extravasation from small or medium sized 
bronchial blood vessels, the walls of which had been 
largely replaced and weakened by the amyloid depos- 
its. 

The roentgenograms did not suggest hilar infiltra- 
tion in this case. This is especially remarkable in 
view of the fact that some degree of calcification was 
present in the mass. 

Deposits of amyloid substance in tissues frequent- 
ly are described in the literature as being grayish 
translucent masses which yield a characteristic color 
reaction when iodine is applied to their cut surfaces. 
In this case the gross picture did not show this clas- 
sical picture, and did not suggest a typical form of 
such lesions. The extremely tough, leathery con- 
sistency of the mass, as noted by both the surgeon 
and the pathologist, was of much more significance 
in the recognition of the nature of the process. 

The staining characteristics of the amyloid sub- 
stance are of considerable aid to the surgical patholo- 
gist in establishing prompt positive identification. 


Moody, James D., Trent, Josiah C., and Newton, 
George W.: An Endobronchial Balloon for the 
Control of Bronchial Secretions during Lob- 
ectomy and Pneumonectomy. J. Thorac. Surg., 
1947, 16: 258. 


A double-lumen balloon suction catheter for the 
control of bronchial secretions during lobectomy and 
pneumonectomy is described. Its successful use in 
22 lobectomies and 5 pneumonectomies in dogs dem- 
onstrates that (1) no harmful effects are produced, 
(2) complete occlusion of the bronchus is obtained, 
(3) dislodgment during operation is very unlikely, 
(4) a wide margin of safety is present, and (5) there 
is little interference with anesthesia. 

Clinical trials are now under way and will be re- 
ported later. It should be understood that this in- 
strument has been designed for use only in pneumo- 
nectomies or lower lobectomies and not in upper lob- 
ectomies. Experimental studies are now being carried 
out on a similar instrument constructed primarily 
for use in upper lobe resections. 

Joun J. Matoney, M.D. 


HEART AND PERICARDIUM 


Vigil, E.; Pifieyria, J.; and Diez, R.: Cardiopericar- 
diac Hydatidosis (Hidatidosis cardiopericdrdica). 
Bol. Soc. cir. Uruguay, 1946, 17: 550. 

Echinococcus invasion of the heart and pericardi- 
um in a 36 year old woman is reported by the 
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authors. She has had pains in the left side of the 
chest for 18 years. On quite numerous occasions 
dyspnea on exertion appeared. From time to time 
the patient vomited and the expelled liquid contained 
echinococcus cysts. 

An operation was performed under general anes- 
thesia. The postoperative period was complicated by 
a pulmonary complication involving the right lung. 
Cysts were found in the sputum. A shadow, pre- 
sumably caused by a cyst, was found in x-ray pic- 
tures of the right lung before and after the operation. 

Echinococcus invasion of the pericardium may be 
recognizable microscopically in some _ instances, 
while in others only a histologic examination will lead 
to the correct diagnosis. 

In numerous cases reported in the literature the 
invasion of the heart and pericardium was combined 
with similar conditions in the viscera, but in the 
author’s case only a concomitant lesion of the lungs 
was found. In many instances numerous adhesions 
in the pericardium are caused by the invasion of 
echinococci. Asa rule it is not necessary to drain the 
pericardiac sac through the pleural cavity. 

JosepH K. Narat, M.D. 


Amargés, A.; Ug6n, V. Armand; Larghero, P.; and 
Di Bello, R.: Three Cases of Cardiopericardiac 
Echinococcosis Treated Surgically (Tres casos 
de equinococosis cardiopericdérdica operados). Bol. 
Soc. cir. Uruguay, 1946, 17: 504. 

Two hundred cases of echinococcus disease of the 
heart and pericardium have been collected by the 
authors from the literature. Six of the patients were 
operated on. 

The differential diagnosis must consider osteosar- 
coma of the ribs and aneurysm of one of the inter- 
costal arteries if an intercostal tumefaction is present. 

The authors report 3 cases of echinococcus inva- 
sion of the heart and pericardium. In all 3 a charac- 
teristic, deep inversion of the T wave in the electro- 
cardiogram was found. Similar alterations of the 
tracings were found by other writers. The authors 
express the opinion that such changes in electrocardi- 
ograms alone, or in combination with other clinical 
and laboratory findings, are of great diagnostic value. 

The 3 patients operated on by the authors offered 
anatomopathologic findings corresponding to various 
stages of evolution of the condition, localized pri- 
marily in the myocardium and spreading gradually to 
the pericardium. In the first case an exudative, 
ibrinopurulent pericarditis with a fibroplastic reac- 
tion of the parietal pericardium was found. In the 
second case a similar process was combined with the 
presence of floating intact vesicles. Roentgenographic 
studies revealed circular shadows caused by the 
presence of secondary vesicular echinococcus forma- 
tions. This form corresponds to a rupture of hyda- 
tidiform cyst of the liver, while the first type may be 
compared with a chronic hydatidiform choleperitoni- 
tis with a small amount of exudate in which residues 
of membranes but no intact vesicles float. In the 
third case multisaccular secondary echinococcus le- 
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sions were found. This type may be compared with 
similar specific supramesocolic and subhepatic condi- 
tions in the abdomen. While in the second case the 
evolution took 4 months, it was of not less than 8 
years’ duration in the third case. 

The first 2 patients recovered from the operation, 
while the third succumbed to a secondary infection 
20 days after the operation. In the first patient the 
lesion produced a pulsating intercostal tumefaction 
with cystic expansion. 

In the first type, in which no fertile hydatidiform 
formations are present, simple evacuation is indi- 
cated. In the second type with intact cysts and effu- 
sion, an incision and evacuation of the cysts should 
be performed, while in the third type, without effu- 
sion but with secondary multivesicular cysts, a com- 
plete evacuation of the formations and an injection 
of formalin are suggested. In the first type a drain is 
not necessary, or, if one is inserted, it should be re- 
moved not later than from 24 to 48 hours after the 
operation. Joseru K. Narat, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Garlock, John H.: Technical Problems in the Sur- 
gical Treatment of Carcinoma of the Esopha- 
gus and Upper Stomach. J. Thorac. Surg., 1947, 
16: 215. 

Based on the experience with more than 200 
cases, the author summarizes some of the advances 
in technique and over-all management of surgery 
for carcinoma of the esophagus and upper part of 
the stomach. They may be enumerated as (1) 
careful preoperative preparation, (2) expertly ad- 
ministered anesthesia, (3) atraumatic surgery with 
minimal loss of blood, free exposure, and accurate 
suture methods, and (4) careful attention to many 
details of postoperative care. 

The preoperative preparation aims at adequate 
correction of dehydration, avitaminosis, and dis- 
turbances of the protein metabolism and mineral 
components. 





Fig. 1. (Garlock) Mobilization of the lower esophagus 
and stomach. Lesion is located at the cardia. 
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Fig. 2. (Garlock) Diagrammatic representation of the 
completed operation of total gastrectomy performed 
through a combined abdominothoracic incision and show- 
ing the Y-anastomosis of the jejunum. About 18 inches 
beyond the duodenojejunal junction the jejunum and its 
mesentery has been divided. The distal end is brought 
through an opening in the mesocolon and sewed to the 
opened end of the esophageal stump in the usual manner. 
The proximal end of jejunum is implanted end-to-side into 
the distal portion below the mesocolon. 


Anesthesia includes routine tracheal intubation 
and careful removal of tracheobronchial secretions. 

The problems in surgical technique vary to some 
extent with the location of the carcinoma. 

In midthoracic carcinoma, preservation of an 
intact blood supply to the mobilized stomach is 
obviously important. The upper esophageal stump, 
likewise, poses a similar problem because of its 
probable meager blood supply, and advice against 
excessive mobilization of its upper segment is 
sound. The left gastric artery can be sacrificed 
safely. Further mobilization of the stomach can be 
secured by dividing the gastroepiploic omentum if 
the gastroepiploic vascular arch along its greater 
curvature is preserved. 

Exposure is secured by an incision in the sixth 
intercostal space with division of the fourth, fifth, 
sixth, seventh, and eighth ribs near the spine. The 
phrenic nerve is routinely crushed. The anastomosis 
between the stomach and esophagus is made in two 
layers with interrupted nonabsorbable sutures, 
the stomach being telescoped over the suture lines. 
The stomach is suspended from the chest wall and 
the diaphragm is carefully closed around the 


stomach. Two instances of herniation are mentioned. 
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In carcinoma of the lower one-third of the eso- 
phagus and cardia of the stomach, the specimen 
obtained by esophagoscopic biopsy is credited with 
defining the origin of the carcinoma, squamous cell 
tumors arising in the esophagus and adenocarcinomas 
being believed to represent primary gastric neo- 
plasms. 

The operative exposure is secured through a 
combined abdominothoracic incision. With the 
patient in lateral position, an upper left rectus in- 
cision is made and qperability through it is deter- 
mined. If suitable, the incision is extended upward 
and then outward in the eighth intercostal space to 
the vertebral border of the scapula or beyond. The 
chest is opened and the diaphragm incised radially 
from the esophageal hiatus. This approach per- 
mits accurate handling of the esophagus from the 
aortic arch down and of all of the stomach, as well 
as of the spleen and tail of the pancreas, if neces- 
sary. The wound is closed in layers, with peri- 
costal sutures, and the pleural cavity is drained 
by catheter. 

In total or extensive gastric resections, an eso- 
phagojejunostomy has proved very satisfactory, 
especially the ““Y” anastomosis of Roux. A jejuno- 
stomy for early feeding is used, being made prior to 
abdominal closure. 

Postoperatively, an oxygen tent, adequate seda- 
tion, parenteral penicillin, and care exercised to 
insure complete pulmonary re-expansion are essen- 
tial. 

Jejunostomy feedings may be started promptly, 
but oral feedings are begun on the fourth day. 
Transfusions are used as indicated. 

Hiram T. Lancston, M.D. 


Silveus, Esther, and Adams, Ralph: Benign Medi- 
astinal Tumors; A Report of 6 Cases with Anal- 
ysis of Diagnostic Criteria and Advocation of 
Surgical Removal. Surg. Clin. N. America, 1947, 
27: 596. 

Mediastinal tumors are not rare and are believed 
in many instances to be congenital anomalies such 
as dermoid cysts, teratomas, and bronchial cysts. 
The most common mediastinal growth is the neuro- 
fibroma. The congenital tumors and the neurofibro- 
ma (and ganglioneuroma) exhibit several similar clin- 
ical features. They are round or ovoid in shape. 
They originate in the mediastinum, close to the mid- 
line. As they grow larger, they extend laterally 
against the lung, or anteriorly or posteriorly against 
the heart and thoracic wall, with associated pressure 
phenomena. There are, however, differences of be- 
havior between the cystic and solid tumors. 

The cyst is round; on fluoroscopy, it may show a 
slight change in configuration, with change in the 
patient’s position; the rate of growth of the benign 
cyst is slow, and erosion of the surrounding struc- 
tures does not occur. Such a cyst occasionally en- 
larges very rapidly because of accumulation of fluid 
within, ‘nfection, or malignant degeneration, and it 
is for these reasons that it is potentially dangerous. 











Its removal ordinarily is a simple procedure, but may 
be rendered difficult as a result of perforation into a 
bronchus, inflammatory fusion with the hilar struc- 
tures or pericardium, or malignant extension. 

The-neurofibroma, being a solid tumor and located 
in the posterior mediastinum, is subjected to unequal 
pressure from the vertebrae and ribs on one side and 
the yielding mediastinal tissue and pleura on the 
other . Hence, this type of tumor becomes flattened 
on one side to conform to the surface of the costo- 
vertebral gutter, in which it usually lies. This solid, 
slowly growing tumor may spread the ribs or produce 
erosion as a result of long continued pressure. The 
removal of a small neurofibroma is neither difficult 
nor dangerous. ‘The long neglected tumor, however, 
may cause paralysis or irreversible structural de- 
formity, the condition becoming incurable. 

The congenital cyst may be discovered at any age. 
The symptoms may be very vague, and the diagno- 
sis may be made on x-ray examination or at autopsy. 
Suggestive symptoms are substernal pressure, cough, 
swelling of the neck, and pain in the left chest and 
arm. Dyspnea and pleurisy may occur. Cough pro- 
ductive of blood, pus, and hair may occur. Physical 
signs are usually absent, although dulness over the 
site of the tumor may occur. 

With neurofibromas, backache, mediastinal pres- 
sure pain, deformity of the thorax, exertional dysp- 
nea, and evidence of obliteration of the subclavian 
artery may occur. 

Since a diagnosis can rarely be made from the clin- 
ical findings alone, adequate x-ray examination 
should be made early. It is important to include 
fluoroscopy with barium visualization of the esopha- 
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gus, posteroanterior stereoscopic films of the chest, 
a lateral film, and a film to record bony detail. 

The dermoid cyst and the teratoma usually lie in 
the anterior mediastinum, while the bronchial cyst 
and the neurofibroma are located in the middle or 
the posterior mediastinum. All may project into 
either the right or left pleural cavity. The dermoid 
cyst and the teratoma vary in size from 1 cm. to 20 
cm. in diameter. They are single, well circumscribed 
tumors. They often show calcification in the walls, 
and portions of teeth and irregular bone spicules with- 
in the tumor. Differentiation must be made from 
echinococcus cysts, which may show intramural cal- 
cification, but no teeth or bone. 

Six cases are reported: 1 dermoid cyst, 1 teratoma, 
1 bronchial cyst, 1 ganglioneuroma, and 2 neurofi 
bromas. The operation in each case was done under 
gas oxygen-ether intratracheal anesthesia. A pos- 
terolateral, anterolateral, or midsternal thoracotomy 
incision was used, according to the location of the 
tumor and the probability of the best exposure in 
each case. After operation, the thoracic wound was 
closed tightly about an intercostal catheter placed 
into the pleural cavity for drainage, following re 
expansion of the lung. The catheter was kept on 
suction drainage (15 cm. negative pressure measured 
in water) until serous pleural effusion ceased, about 
the third or fourth postoperative day. Fine silk was 
used for the ligature and suture material. 

Since the tumors are potentially dangerous, their 
early discovery through annual chest roentgeno- 
graphy of the population is recommended, and their 
early operative removal is urged. 

SAMUEL Kaun, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Harper, Fred R.: Thoracicoabdominal Approach 
to Upper Portion of Abdomen and Upper Pole 
of Kidney. Arch. Surg., 1947, 54: 517. 


In this article the technical feasibility of traversing 
the diaphragm is discussed and a surgical technique 
is presented. With the aid of illustrative cases it is 
shown how such an approach gives a better under- 
standing of some of the lesions encountered in the 
region of the diaphragm. 

The patient is placed on the operating table in a 
true lateral position, with the left side up. Endo- 
tracheal anesthesia induced with a nitrous oxide-oxy- 
gen-ether mixture is used. The incision is made over 
the ninth rib and extended from the angle of the rib 
to the anterior margin of the costal arch. The ninth 
rib, together with its costal cartilage, is removed sub- 
periosteally and the thorax is opened through the 
periosteal bed. The thoracic cavity is then explored, 
and any adhesions to the diaphragmatic pleura are 
divided. It is well at this time to divide the pul- 
monary ligament and crush the phrenic nerve. The 
costal arch is then divided and the edge of the dia- 
phragm picked up to start the incision through this 
structure. It is split from its costal edge to the 
esophageal hiatus. Rib spreaders are then inserted, 
which open the incision sufficiently to give adequate 
exposure to the structures from the pylorus of the 
stomach to the arch of the aorta. It is necessary to 





Fig. 1. (Harper). Drawing illustrating the exposure ob- 
tained from the thoracicoabdominal approach. 






Line of 
ancision 


Fig. 2. Drawing illustrating transdiaphragmatic retro. 
peritoneal approach to the adrenal gland and the upper 
pole of the kidney. 


divide the peritoneal reflection from the cardia of the 
stomach and the lower end of the esophagus. At the 
completion of the operation the diaphragm is closed 
with two rows of interrupted cotton or silk sutures, 
and the thoracic incision is closed in the usual man- 
ner with interrupted cotton sutures. In most cases it 
is not necessary to use suction drainage, but in cases 
in which an anastomosis has been made between the 
stomach and the esophagus it is advisable. An oxygen 
tent is used routinely for 24 to 48 hours after opera- 
tion. After that the patients are allowed to get out 
of bed. 

Carcinoma of the cardiac end of the stomach and 
the lower portion of the esophagus requires good ex- 
posure for adequate resection of both organs. With 
the incision just described the resection and anasto- 
mosis of the organs can be made with ease under di- 
rect vision. Bleeding is easily controlled and the 
split diaphragm can be sutured to the stomach at the 
desired level. 

Esophagogastrectomy has two very distinct ad- 
vantages over total gastrectomy and esophagoje- 
junostomy in that the resection is more complete and 
the operation is more physiologic as two thirds of the 
stomach can be saved. 
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The thoracicoabdominal approach is ideal for the 
exploration and repair of large hiatal diaphragmatic 
hernias. The abdominal approach to these hernias is 
more difficult and less advantageous. The same can 
be said for diaphragmatic hernias that are associated 
with peptic ulcer or achalasia of the esophagus. 

The transdiaphragmatic approach is also the ideal 
one to retroperitoneal organs lying below the dia- 
phragm, such as the adrenal gland and the upper pole 
of the kidney. In a case of a tumor of the adrenal 
gland this approach was found to be simple and it 
eliminated considerable manipulation of the tumor 
with the possible consequent danger of a rapid rise in 
blood pressure as a direct result of such manipulation. 

In the discussion, GALE stated that one must not 
overlook the added difficulties and possibilities of 
complications in this combined operation. When the 
thorax is opened, respiration must be kept under con- 
trol in order to have a clear view of the operative 
field. This demands a well trained anesthetist. Also, 
there is the problem of re-expanding the lung and ob- 
literating the dead space as rapidly as possible to 
forestall infection, atelectasis, and pleural effusion. 

With the proper personnel this approach has ad- 
vantages far greater than the abdominal approach. 
The casual operator, however, finds it extremely diffi- 
cult to expose this area. The site of incision will vary 
according to the habitus of the patient. In the pyknic 
patient it will probably have to be placed higher, 
whereas in the asthenic type it may be 1 or 2 ribs 
lower. ROBERT TURELL, M.D. 


Dorigo, A.: Dermoid Cyst of the Mesentery (Sulle 
cisti dermoidi del mesentere). Ann. ital. chir., 1947, 
24: 82. 

The author describes a case of dermoid cyst of the 
mesentery. Up to the present time only 50 cases 
have been recognized. Stressing the diagnostic diffi- 
culties, he affirms the possibility of an exact diagnosis 
by means of an accurate clinical examination and 
roentgenological findings. 

A 38 year old male patient entered the hospital 
following a diagnosis of cholecystitis. He complained 
of cramplike pain of the epigastrium which radiated 
to the umbilical region on the right and toward the 
back. The pain was not influenced by food or by 
change in position. After a few days on a diet the 
condition improved and the patient was discharged, 
only to have two similar attacks in a short period of 
time. When he again entered the hospital a tumor- 
like mass was found about the region of the umbilicus 
on the right side. The mass was the size of a large 
orange, smooth, and of hard rubber consistency. It 
was extremely tender; however, no fluctuation could 
be elicited. When the recti muscles were tense in the 
unrelaxed patient, the mass could not be felt. 

A flat plate roentgenogram revealed an opaque 
shadow in the right upper quadrant, while a barium 
enema showed a shadow at the hepatocolic angle 
with a semicircular outline. 

With a preoperative diagnosis of cystic tumor of 
the mesentery pressing on the colon, the patient un- 
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derwent surgery. The tumor was found to be the 
size of a full term fetal head, of yellow color with a 
bluish tint. Minute blood vessels were on its smooth 
surface. The cut section gave the appearance of 
yellow sebaceous material with hair in a few places. 
There was a fibrotic sac from 1 to 3 cm. in thickness 
and lined by a smooth mucouslike membrane. 

Microscopic examination revealed connective tis- 
sue with zones of stratified epithelium resembling 
epidermis, hair follicles, degenerated epithelium with 
cholesterol crystals, some hair, rarely erythrocytes, 
and fat. 

The patient made an uneventful recovery. 

ARTHUR F. Crpotia, M.D. 


GASTROINTESTINAL TRACT 


Tomenius, John Hilding: A Study on the Gastric 
Sediment. Acta med. scand., 1947, 128: Supp. 189. 


This thesis of nearly 200 pages reviews an attempt 
to determine whether the pathologic processes which 
produce alterations in the gastroscopic appearance 
and functions of the gastric mucosa are reflected in 
the cytological picture of the gastric sediment and 
the gastric juice. 

The leucocytic infiltration of the gastric mucous 
membrane and its diagnostic significance is discussed. 
The literature on the cytology of gastric juice is con- 
flicting, largely because acid-digested, nondifferen- 
tiated sediment was analyzed by earlier investiga- 
tors. 

The author found that an isotonic (1.3 per cent) 
solution of bicarbonate dripped into the stom- 
ach prevented acid digestion and preserved a more 
differentiable cytologic picture of the gastric juice. 
Contamination by salivary, esophageal, and duo- 
denal secretions was prevented by the use of a special 
gastric tube. 

The cellular elements of the gastric juice were 
stained by a modification of Giemsa’s technique, and 
the cytologic picture was correlated with the clinical 
picture, the acidity, secretion rate, mucous content, 
and the roentgen and gastroscopic findings. 

The clinical material comprised 72 cases including 
normal individuals and patients with chronic gastri- 
tis, pernicious anemia, gastric ulcer, duodenal ulcer, 
gastric carcinoma, leukemia, and miscellaneous con- 
ditions. 

The patients with chronic gastritis fell into two 
groups: (1) those with chronic gastritis and acid 
secretion, and (2) those with chronic gastritis and an 
atrophic mucous membrane without acid secretion. 
In the latter group the microscopic picture of the 
sediment resembled that of normal individuals. In 
the former group the cytologic picture differed en- 
tirely, chiefly by increased cell density and by pre- 
dominance of the leucocytes. 

In the group with duodenal ulcer and duodenal 
ulcer plus gastric ulcer without gastritis the cytology 
was normal. 

In the group with cancer of the corpus of the 
stomach there was a marked leucocytic picture, but 
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in patients with cancer of the cardia there were no 
leucocytes. 
The miscellaneous cases showed a sediment like 
that found in normal individuals 
Epwarp W. Grsss, M.D. 


Levin, Erwin; Hamann, Anna; and Palmer, Walter 
Lincoln: The Effect of Radiation Therapy on 
the Nocturnal Gastric Secretion in Patients 
with Duodenal Ulcer. Gastroenterology, 1947, 
8: 565. 

A temporary depression of gastric secretory 
activity in both humans and dogs, resulting from 
the application to the stomach of roentgen rays in 
sufficient quantity, has been shown by many workers. 
Palmer and Templeton were able to produce a 
complete achlorhydria to histamine, lasting from a 
few days to 9 months, in 35 of the 88 cases studied. 
In the present article the authors report the effect 
of radiation therapy on the nocturnal secretion in 
patients with duodenal ulcer. 

Twenty-eight patients suffering from radiological- 
ly demonstrable, active, uncomplicated, duodenal 
ulcer were selected for the study. Prior to x-ray 
therapy all patients were placed on the usual hourly 
milk-cream and antacid regimen. At 9:00 p.m. 
nightly the stomach was completely emptied and 
a Levine tube was introduced through the nose, 
through which continuous Wangensteen suction 
was maintained for the ensuing 12 hours. Usually 
sleep was not disturbed. No antispasmodics or 
secretory depressants, such as atropine, were given. 
Three continuous nightly aspirations were obtained 
before x-ray treatment was started, and the free 
acidity was determined by the usual methods. 
Nocturnal secretion was studied in 9 patients during 
x-ray therapy, and in 15 patients from 14 to 150 
days after the completion of therapy. 

Treatment consisted of the daily application of 
1,350 to 1,710 roentgens to the body and fundus of 
the stomach through two portals located anteriorly 
and posteriorly, and was carried out for a period of 
10 to 14 days. 

The fasting nocturnal gastric secretion of all pa- 
tients was found to vary from 550 c.c. to 1,750 C.c., 
the average being 1,110 c.c., with a free acidity 
ranging from 18 to 122 clinical units, the average 
being 62. These findings are quite comparable to 
those of Dragstedt who studied the nightly gastric 
secretion by a similar method. 

Of the 9 patients studied during the first week of 
x-ray therapy, 7 showed a decrease and 2 an in- 
crease in the volume and free acidity of the night 
secretion. Of the 15 patients studied at varying 
intervals after therapy, 14 showed an average de- 
crease of 47.4 per cent in volume. In 1 patient the 
total nightly volume was increased over that prior 
to therapy but the free acidity had disappeared. 
X-ray studies of this patient showed a considerable 
amount of obstruction which might have caused the 
increased volume. All patients showed a marked 


reduction of free acidity in the nightly secretion 
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which, in 13 of the 15, amounted to complete an- 
acidity. The duration of the depression of gastric 
secretory activity as manifested by measurements 
of the fasting volume and the gastric response to 
histamine is not intended as a part of the present 
study, yet it is shown to be of regular occurrence for 
varying periods up to 5 months at the minimum. 
Wayne Cameron, M.D. 


Brun, G., and Landelius, E.: Radical Resection for 
Chronic Ulcer (La résection radicale dans la mala- 
die ulcéreuse chronique). J. internat. chir., Brux., 
1947, 7: I. 

The authors review 1,070 cases of patients oper- 
ated upon for peptic ulcer with a primary’ mortality 
of 3.5 per cent. 

The sex incidence was in a ratio of 4 males to 1 
female. Sixty per cent of the patients were between 
30 and 49 years of age. Two-thirds of the patients 
had an ulcer history of 5 or more years’ duration, and 
in one-third of the patients symptoms had been pres- 
ent for more thanto years. Sixty per cent of the pa- 
tients had symptoms between the ages of 20 and 4o 
years, and g per cent before the age of 20 years. In 
recent years fewer gastric and more duodenal ulcers 
have been found. In three-fourths of the cases the 
ulcer was duodenal or juxtapyloric in location. The 
majority of the ulcers were within from 0.5 to 1.0 cm. 
of the pylorus. Malignant degeneration was found 
in 1.6 per cent of the entire group and in 5 per cent 
of the gastric lesions. 

The authers prefer a gastric resection of the Bill- 
roth II type with a retrocolic Polya-Reichel anas- 
tomosis, and this was done in 758 of the cases. The 
preoperative management is reviewed and the oper- 
ative technique described in great detail. The post- 
operative care is also discussed. 

A review of 429 cases observed for more than 5 
years after operation by clinical and x-ray study 
showed good results and no recurrence in 97 per cent. 
The majority of the patients in this group had been 
operated upon because of recurrent symptoms and 
unsatisfactory progress on medical management. 

The authors conclude that radical resection at an 
early stage in a young individual relieves the patient 
of subjective complaints, removes the risk of oper- 
ation in an advanced stage, and eliminates the neces- 
sity for long continued dietary management. 

EpWarp W. Gisss, M.D. 


Marshall, Samuel F., and Welch, Mark L.: Carci- 
noma of the Stomach. The Rate of Operability. 
Surg. Clin. N. America, 1947, 27: 631. 


Between 1936 and 1945 in the Lahey Clinic 653 
patients were operated on for carcinoma of the stom- 
ach. Resection was possible in only 269 patients, 
or 41 per cent of this group. Operability, however, 
was even much less (24.1 per cent) when one con- 
siders the number of resections possible in the cases 
in which the diagnosis of cancer was incontrovertibly 
established by various diagnostic methods. Of a 
group of 469 patients with a preoperative diagnosis 
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of carcinoma, only 113 had resection of their neo- 
plasms. 

The resection rate has declined slightly over this 
10 year period. This is distinct evidence that no im- 
provement in earlier diagnosis has been made. If an 
increase in the operability and the postoperative sur- 
vival rate is to occur, earlier diagnosis of this type of 
malignancy must be made. This can probably best 
be done by means of x-ray studies of all patients in 
whom gastric symptoms are present, regardless of 
age. Clinical interpretation of any type of gastric 
distress should not be condoned until adequate 
study has been made to rule out gastric malignancy. 
Only then is the physician justified in medical treat- 
ment of so-called indigestion. Samvet Kaun, M.D. 


Marshall, Samuel F., and Brown, Lowell H.: Total 
Gastrectomy. Surg. Clin. N. America, 1947, 27: 621. 


Total gastrectomy is a radical operative procedure 
designed to remove the entire stomach, in most in- 
stances for extensive malignancy arising in that or- 
gan. In the main, there is only one definite indica- 
tion for total gastrectomy—the presence of a tumor 
which so involves the stomach that it cannot be re- 
moved by partial gastrectomy. Total gastrectomy is 
to be avoided if all demonstrable tumor cannot be re- 
moved at the time of operation. Also evidence of 
widespread or distant metastases precludes the em- 
ployment of this operation. Should there be involve- 
ment of the adjacent organs, the operation is advis- 
able only if the involved areas can be included in the 
radical extirpation of the malignant lesion, and this is 
seldom possible. Portions of the pancreas can be in- 
cluded in this surgical removal. The spleen should be 
removed in the majority of these cases; this does not 
increase the mortality rate and simplifies the com- 
plete mobilization of the stomach. 

Total gastrectomy is indicated in tumors of the 
cardia and fundus, or in widespread malignant dis- 
ease confined to the stomach, such as linitis plastica. 

When x-ray studies indicate extensive involve- 
ment of the stomach with carcinoma and total 
gastrectomy must be considered, it is important to 
determine whether the esophagus is involved. Usu- 
ally, encroachment on the esophagus will be found; 
dilatation or obstruction of the esophagus is evidence 
of this. Should the x-rays and esophagoscopy indi- 
cate involvement of the esophagus, transthoracic re- 
section of the cardia, or even total gastrectomy, 
should be done by this route. 

In all of the group of 95 cases reported resection 
was done by the transabdominal route. This opera- 
tion carries less operative risk, and a more thorough 
removal of the lymphatic glands can be done through 
the abdomen. Continuous spinal anesthesia has been 
used in all cases, and maintained for long periods with 
perfect relaxation and without shock. It can be sup- 
plemented by curare or sodium pentothal if greater 
relaxation is needed, or if it is desirable to have the 
patient asleep during the procedure. 

There were 27 postoperative deaths in this series of 
95 cases. Fifteen deaths resulted from contamina- 
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tion and infection. Eight deaths followed serious 
chest complications. Although some of these compli- 
cations could possibly have been avoided in the earlier 
cases by the use of chemotherapeutic agents, it is im- 
portant to emphasize that clean surgery, lack of 
trauma, and absence of contamination are the most 
important factors in preventing the complications. 
Cardiovascular complications caused 4 deaths. 

The operative mortality in 46 cases, during the 
period from 1927 to 1942, was 41.3 per cent. In 49 
cases operated on since 1942, the operative mortality 
was 16.3 per cent. SAMUEL Kaun, M.D. 


Grettve, Sten: A Contribution to the Knowledge of 
Primary True Concrements in the Small Bowel. 
Acta chir. scand., 1947, 95: 387. 


The author has observed one case of true con- 
crement of the small bowel. Ten similar cases have 
been reported previously in the literature and are 
discussed here. The case presented by the author is 
discussed in detail. The essential cause in the for- 
mation of enteroliths must be of a mechanical-physi- 
cal nature, as the chemical conditions are practically 
always identical. Diverticula and bowel strictures 
play an important role in the creation of true bowel 
stones. The retention of developing enteroliths and 
the stagnation of chyme favor the deposition of 
concrement-forming substances. Enteroliths of dif 
ferent chemical nature have been formed by princi 
pally the same process, the composition of the stone 
being the chemical nature of the surroundings. A 
low pH enhances the precipitation of choleic acid, 
such as is found in the upper small intestine. Mineral 
salts are found only in the lower ileum where there is 
an alkaline reaction. Calcium oxalate and zinc sul- 
phide can precipitate either in an acid or alkaline 
medium. 

True small bowel stones are of two types: (1) a 
solitary, rounded, larger stone obturating a small 
bowel which has no other hindrance for passage, 
formed, more likely, in diverticula, and at times, if 
large enough, causing symptoms when delivered 
into the free lumen of the bowel (most choleic 
acid stones have been of this type), or (2) one or 
more, often small, concrements found just above an 
incomplete constriction. Stones of mineral salts, no 
doubt, have been formed in the local dilatation of 
the bowel immediately in front of the obstruction. 
Enteroliths of other chemical composition can also 
have developed in diverticula higher up in the bowel 
and been stopped after having invaded the free gut 
in front of the stricture. 

RICHARD J. BENNETT, JR., M.D. 


S.-Krook, S.: Obstruction of the Small Intestine 
Due to Adhesions and Bands. Acta chir. scand. 
1947; 95: Supp. 125. 

The author deals with the problems of abdominal 
adhesions and intestinal obstruction in a most ex- 
haustive manner. The first portion of this study is 
devoted to an extensive analysis of the literature 
pertaining to peritoneal adhesions, their etiology, 
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pathogenesis, and research concerning their preven- 
tion. The statistical material comprises 477 cases of 
intestinal obstruction due to adhesions, taken from 
the records of 5 hospitals over a 20 year period. 

From a review of the literature on the prevention 
of adhesions, the inevitable conclusion is reached 
that the only reliable means we have to date for the 
prevention of adhesions is to spare the peritoneum 
from infections and mechanical traumas. Attempts to 
prevent adhesions with so-called lubricants often 
have the opposite effect, and the results from exper- 
iments have been negative or doubtful. The intra- 
peritoneal use of heparin for this purpose is too dan- 
gerous for widespread application and is still of 
doubtful value. 

A review of the literature indicates that the high 
mortality of intestinal obstruction at the beginning 
of the twentieth century has been lowered until it is 
now below 20 per cent. The duration of symptoms 
has a vital bearing on the result of the treatment, 
which, in itself, depends on many factors such as the 
age of the patient and whether or not there is stran- 
gulation. The mortality associated with every oper- 
ation other than simple reduction of adhesions is 
high and is more dependent on the patient’s con- 
dition than on the nature of the intervention. About 
30 per cent of all cases of intestinal obstruction are 
complicated by strangulation. Despite many arti- 
cles pointing out the diagnostic features of stran- 
gulation, it is nonetheless very difficult in many 
cases to distinguish strangulation obstruction from 
simple obstruction at a sufficiently early stage. 

As a control group, the author analyzed 417 cases 
of peritonitis following appendicitis and 188 cases of 
peritonitis following gynecological operations. In 
the appendicitis-peritonitis group 4 per cent had late 
obstruction, 7 per cent had considerable distress, and 
89 per cent had no late symptoms. Of the gyneco- 
logical cases, the frequency of obstruction was less 
than 1 per cent. The distress frequency was great- 
est in the fertile ages. Using these groups as a basis 
for comparison, a total group of 477 patients with 
proved intestinal obstruction due to adhesions is 
analyzed. The mortality from the first operation for 
obstruction was approximately 20 per cent. In 
fully one-half of all cases a satisfactory result was 
obtained by operation. Among the survivors who 
were followed up, 14 per cent had a recurrence, 18 
per cent still had considerable distress, and 68 per cent 
showed satisfactory results. Two per cent of those 
patients surviving a first operation for intestinal ob- 
struction died of obstruction at some later date. 

Males fall victim to obstruction more often than 
females, even when all the gynecological material 
is included for comparison. Males also have a higher 
mortality rate. Of the surgical operations preceding 
the operation for obstruction, those on the appen- 
dix have been the most frequent; gynecological lap- 
arotomies take second place, and hernial operations 
third. Mesenteric lymphadenitis gives rise to ob- 
structive adhesions, but it is difficult to gauge the 
frequency of this etiology. The frequency of re- 


currence of obstruction varies greatly with the etiol- 
ogy, and it is probable that the nature and severity 
of the original morbid process preceding the obstruc- 
tion, whether this process has led to laparotomy or 
not, has a great bearing on the frequency of ob- 
struction. 

Cases of early obstruction have a higher mortality 
than the later groups. Interestingly enough, the 
diffuseness of the adhesions at the time of operation 
has little effect on the frequency of recurrence. Pos- 
sibly the risk of recurrence diminishes when very 
diffuse adhesions are present, rather than individual 
bands. Voluntary or involuntary opening of the in- 
testine during operation for obstruction probably has 
no considerable effect on the recurrence risk, al- 
though opening of the bowel does increase the mor- 
tality somewhat. The intervals of time between 
laparotomy and obstruction as well as between ob- 
struction and recurrence show a proportional ratio. 

At the second operation for obstruction, the mor- 
tality was 9 per cent, compared with a 20 per cent 
mortality at the first operation. Although the recur- 
rence rate after the second operation is not appre- 
ciably different from that following the first, the re- 
sults after further repeated operations become less 
and less encouraging. 

In cases of recurrence of obstruction from adhe- 
sions following one or two previous laparotomies, 
scrupulous search should be made at the operation 
for foci of intraperitoneal infection; special attention 
should be directed to the adnexae, the appendix, 
mesenteric glands, and Meckel’s diverticulum. In 
some cases a short-circuited loop may be found. 
X-ray examination of the lungs is indicated in all 
cases in which the etiology is not demonstrated with 
certainty. This is necessary because of the frequency 
of adhesions following tuberculous peritonitis. In 
laparotomies it is most essential to achieve the best 
possible peritonealization and to avoid opening the 
intestine unnecessarily. Enteroanastomosis is con- 
sidered a suitable measure by which to evade ob- 
structions when they are caught in a conglomerate 
mass of small intestinal loops. Resection for the 
purpose of preventing the formation of new adhe- 
sions is of doubtful value. 

Considering the view advanced in this study, that 
chronic infection plays an important role in the re- 
currence of adhesions, it does not seem likely that 
any considerable effect is to be expected from so- 
called adhesion-preventing agents introduced into 
the peritoneal cavity. On the other hand, it might be 
possible to reduce the frequency of adhesions by 
combating acute and chronic infections through 
chemotherapy and antibiotic therapy. Measures 
which reduce the morbidity of tuberculosis also act 
in this direction. Haroip Lauran, M.D. 


Groen, J.: Psychogenesis and Psychotherapy of 
Ulcerative Colitis. Psychosomat. M., 1947, 9: 151. 


In 1930, Murray first called attention to the pe- 
culiarity of character of, and the occurrence of psy- 
chologic conflict in patients with ulcerative colitis. 




















These observations have been noted by others, in- 
cluding Groen who is a clinician without psycho- 
analytic training. 

The author attempted through an elaborate bio- 
graphical anamnesis to establish what had taken 
place in the emotional life of his patients before the 
onset of an initial or recurrent attack of ulcerative 
colitis. This method differs from psychoanalysis in 
that it does not rely too much on free association or 
dream analysis and is also less time consuming than 
analysis. It is the examiner who controls the con- 
vers: ion and sees that the history is related in a 
chronologic order; the examiner must objectify the 
findings. The patient should be made to feel that 
the sole purpose of the examiner is to understand 
and not to judge or condemn him. 

The special peculiarities of character observed and 
described in detail by Groen are: 

1. A well developed intellect. 

2. Carefulness and neatness, often exaggerated, 
are striking features. The patients dislike vulgar or 
obscene expressions and hate coarse jokes. They are 
neat in their dress and choice of their clothes. Some 
of them have a flair for fashion in dress. They try 
to associate with people of a higher social status, 
thus acquiring a stamp of distinction and respecta- 
bility. The women have a great sense of cleanliness, 
they are conscientious in the performance of their 
domestic duties, and often continue the meticulous 
house work long after the disease has undermined 
their physical strength. 

3. Extreme sensitiveness, even oversensitiveness. 
These patients are easily offended and do not get 
over things of minor importance. They feel ill treated 
and fret about it. 

4. Hesitation and an unbalanced attitude toward 
the value of their own personality are frequently 
displayed. While on the one hand, they have an in- 
feriority complex, on the other, they may give the 
impression that they have a high opinion of their own 
qualities. Inwardly they are full of criticism of others. 
The more their confidence is gained the more they 
dare to criticize. A strong, but frequently hidden 
narcissism is apparent after a prolonged search. 

5. Egocentricity is very marked. They may talk 
about helping other people but actually they do 
nothing for anybody outside of their immediate circle. 
They hardly ever possess political or humanitarian 
ideals. 

6. They have a passive attitude toward life. 
They talk much about what they would like to do, 
but never do anything. They are usually ambitious 
but to a limited degree. 

7. Fear is a dominant feature. In an emergency 
situation they usually retreat or fail. In any difficult 
situation they preferably choose the path of least 
resistance; this attitude may be hidden under a show 
of manly independence. 

8. Lack of aggressive tendencies in behavior is 
present in most but not in all of these patients. 

9. Love, sympathy and affection, and harmonious 
surroundings are sought for by these patients. If 
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they do not receive love from others they become 
utterly helpless and unhappy. 

1o. An exaggerated, idealistic, frequently naive, 
and infantile conception of love. They think of love 
as a sublime adoration, attachment, and harmony 
between husband and wife, but consider the bodily 
sexual contact as something inferior. They cannot 
establish a normal harmony between their practical 
erotic and their ideal love life, and, consequently, 
they seldom are capable of normal sexual relation- 
ships. Many never marry or marry only after long 
hesitation. Loss of libido or impotence occurs fre- 
quently in male patients. Many of the married fe- 
male patients have never experienced a normal or- 
gasm as frigidity frequently precedes the onset of 
colitis. These patients, even the adult ones, fre- 
quently practice masturbation which is in marked 
contradiction to the purity and idealism of their love 
ideal. 

11. Abnormally strong fixation on the mother fre- 
quently combined with fear of the father is observed 
in all male patients. There just is no woman who can 
equal their mother. For some unexplained reason 
some of these male patients have an “instinctive” 
liking for elderly women. Their attitude toward 
other men is often reminiscent of the fear or hate 
they feel for their father. 

Some female patients exhibit a strong fixation on 
the father and an aversion to their mother. 

12. These patients repress and worry much more 
than is apparent; it is difficult to induce them to 
speak about their inner life. Sometimes they are 
ashamed of not being able to manage their conflicts 
themselves. 

Individuals with a character structure just de- 
scribed may live undisturbed as long as their special 
wishes and desires are satisfied or as long as they 
live a sheltered life. However, this sheltered or 
special life may be easily upset. The mother may b: 
withdrawn from the patient’s fixation through death 
or otherwise so that he is left behind alone. The pa- 
tient may marry a partner who is not willing to play 
the part of a mother sustitute and this may result 
in a severe disappointment to him. In some cases 
things go wrong before marriage, as in the case of 
female patients reported by Murray. These women, 
though entirely unfit for marriage, had become en- 
gaged to be married. The fear of what would happen 
precipitates the onset of the disease. Groen noted 
in all of his patients that shortly before the outbreak 
of colitis there occurred a difficult situation in the 
former sheltered condition requiring an active so- 
lution that could not be effected by the patient. 
Sometimes the very fear of getting into a difficult 
situation had led to an inner conflict. Thus, because 
of an external reason or reasons, a situation arises 
with which the patient cannot cope and from which 
he cannot escape. This situation results from an 
emotional trauma which involves a combination of 
acute love loss and painful humiliation. It persists 
in the unconscious as long as the conflict is not solved. 
It is repressed because there is nobody to whom the 
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patient dares or can confess his difficulties. This 
state of bereavement and humiliation which the pa- 
tient cannot solve by words or actions, and which he 
continues to conceal, precedes the outbreak of ulcer- 
ative colitis, usually by barely a few days. 

Treatment consists of 2 parts, namely, an emo- 
tional catharsis and simple encouragement of the pa- 
tient. These patients were told not to be ashamed 
of their great need for love and attachment. Their 
narcissism was gratified by making themselves su- 
perior to their father or teacher by virtue of their 
more refined inner life. Their lack of outward suc- 
cess was consoled by pointing out that the inner val- 
ue of one’s personality is appreciated only by a limit- 
ed category of people. Groen concurred with his pa- 
tients in the difference of opinion they had with their 
surroundings. As a result of this superficial type of 
treatment the colitis cleared up, but the patients 
remained neurotics. RoBertT TuRELL, M.D. 


Finocchiaro, R.: Clinico-Operative Study of 56 
Patients with Tumors of the Colon (Consi- 
derazioni clinico-operatorie su 56 casi di operati per 
tumore del colon). Ann. ital. chir., 1947, 24: 48. 

Of 56 cases of tumor of the colon 31 occurred in 
men and 25 in women. The regional distribution was 
as follows: cecum and ascending colon 22.6 per cent, 
transverse colon and flexures 20.7 per cent, descend- 
ing colon 5.6 per cent, and sigmoid 50.9 per cent. A 
radical operation was performed in 50 per cent of the 
cases, a palliative operation in 45 per cent and the 
remaining cases were inoperable. Of 26 patients who 
underwent a radical operation and could be followed 
up, 19, or 73 per cent, were alive from 1 to 9 years after 
the intervention and were able to engage in the cus- 
tomary social activities. 

The author stresses the necessity of a complete 
roentgenologic examination in every patient with 
symptoms of colitis because the typical symptoms of 
cancer may remain masked for a long time. 

Josepn K. Narat, M.D. 


Lahey, Frank H.: Prognosis of Patients with Car- 
cinoma of the Colon, Rectosigmoid, and Rec- 
tum. Surg. Clin. N. America, 1947, 27: 670. 

The length of time that features such as alteration 
in bowel function, obstructive pain, change in caliber 
in the stools, and the presence of blood are associated 
with carcinoma of the colon and rectum, is employed 
to determine the prognosis. 

Degrees of secondary anemia and apparent inoper- 
ability can be present in lesions of the right colon, and 
still the patients may be found to be readily operable 
with 5 year nonrecurrence rates of gratifying per- 
centages. 

Annularity and canalization as shown by the roent- 
genogram in carcinomas of the colon and rectum are 
an indication of the lateness of the lesion. 

The fact is stressed that cases of this type are of 
interest only in prophesying operability, and should 
never lead one to be discouraged in exploring them 
because of the unpredictability of the rapidity of 


growth and metastatic involvement which go so con- 
sistently with carcinoma of the colon and rectum. 
CHARLES Baron, M.D. 


Bacon, Harry E., and McCrea, Lowrain E.: Rectal 
Cancer. J. Am. M. Ass., 1947, 134: §23- 


Vesical dysfunction subsequent to abdominoperi- 
neal proctosigmoidectomy for carcinoma of the rec- 
tum or sigmoid ‘> not an incidental complication; it 
constitutes or the major problems of manage- 
ment. Urinary retention occurs which, if untreated 
or uncontrolled, results in dribbling of urinary over- 
flow, infection, and urosepsis. 

The authors believe that urinary retention follow- 
ing abdominoperineal proctosigmoidectomy un- 
questionably is due to trauma of varying nature and 
degree or more often to severance of the sympathetic 
and parasympathetic nerve fibers. These fibers 
constitute the inferior hypogastric or pelvic plexus 
and innervate the internal vesical sphincter and the 
detrusor urinae muscle. On removal of the plexus an 
interruption of the efferent and afferent stimuli to 
and from the bladder occurs which causes the blad- 
der to become a hapless reservoir. The detrusor 
urinae is unable to contract because of the loss of 
the parasympathetic innervation. 

In 7 of 244 patients upon whom an abdominoperi- 
neal proctosigmoidectomy was performed, vesical 
atony occurred and normal urination was impossible. 
Of these 7 persons, 5 are now well and urinate na- 
turally. In 1 case the operation is too recent to permit 
evaluation; the seventh patient became insane and 
committed suicide. 

Maintenance of the bladder at complete rest until 
it has regained its ability to function normally pre- 
serves its muculature and prevents vesical atony. 
For this purpose an indwelling urethral catheter is 
preferred to cystostomy. The authors have estab- 
lished a definite preoperative and postoperative 
routine management. Preoperatively, the urine is 
cultured at the time cystoscopy and cystometry are 
done. Vesical hypotonia should suggest the presence 
of an infiltrating lesion at or in the immediate vicin- 
ity of the ampulla of the rectum—the site of the 
pelvic neural plexus. Immediately before operation 
a catheter is inserted into the bladder. 

Postoperatively, the bladder is irrigated with an 
antiseptic solution twice daily. Cultures of the urine 
are taken on the fourth and tenth postoperative 
days and at the latter time cystometry is also done. 
If the patient is capable of exerting voluntary pres- 
sure of 70 cm. on the tenth day, the catheter is re- 
moved. The absence or presence of residual urine 
is determined by the reinsertion of a catheter im- 
mediately after voiding. If more than 60 c.c. of 
residual urine are present, the catheter is retained 
in situ until the bladder is capable of more complete 
emptying. If the patient is unable to urinate after 
the removal of the catheter, 200 mgm. of syntropan 
are administered orally 3 times daily to decrease the 
tone of the smooth muscle of the internal vesical 
sphincter. The administration of this medication 
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is continued until normal urination occurs. Bacon 
and McCrea have not performed transurethral re- 
section for this complication. Urinary retention may 
be transitory or may be present for days, weeks, or 
months. If paralytic vesical atony develops the 
urinary retention may be permanent. 

Impotence after proctosigmoidectomy occurred in 
535.5 per cent of the cases in which the anal sphincter 
muscles were incised anteriorly, whereas without 
division of these muscles the incidence of impotence 
was only 8.3 per cent. After the Miles type of ab- 
dominoperineal resection of the rectum the incidence 
of impotence is estimated at 95 per cent. 

Positive urine cultures, while not always indicat- 
ing the presence of cystitis, nevertheless demand a 
constant alertness or guard against cystitis. It is 
believed that the preoperative administration of 
sparsely soluble sulfonamides as a part of the routine 
preparation of the colon for major surgery exerts a 
bacteriostatic effect on organisms found in the uri- 
nary system. ROBERT TuRELL, M.D. 


D’Allaines, F., and Devimeux, P.: Access to Rectum 
by Exclusive Sacral Route. Technique and In- 
dications (L’abord du rectum par la voie sacrée 
pure. Technique et indications). J. chir., Par., 
1947, 63: 181. 

The region of the rectal ampulla, between the 
levator muscles and the peritoneal cul-de-sac, can be 
reached through the sacral route, without great 
damage to the mucosal, muscular, and nerve tissues 
vital for the normal function of the sphincters. This 
approach allows the isolation of the involved intes- 
tinal segment, opening of the peritoneal cul-de-sac, 
ligation of the superior hemorrhoidal artery, lowering 
of the sigmoid, and re-establishment of the continu- 
ity of the gut. The procedure is surprisingly well 
tolerated and this factor represents the greatest ad- 
vantage of the method. 

Whenever the resistance of the patient is good, the 
authors advocate a combined abdominoperineal ap- 
proach, if a malignancy is present. On the other 
hand, if only a limited resection is contemplated on 
account of benign papillomas or those in an early 
stage of degeneration, the sacral route is recommend- 
ed. This method is useful when only the surface of 
papillomas shows signs of malignant degeneration or 
when the patient is more than 70 years of age and has 
a cancer of slow evolution and a low tendency toward 
involvement of the glands. 

The sacral route is useful in the removal of tumors 
situated too high to be reached through the anus and 
too low for the abdominal approach. 

The authors emphasize the fact that the rectal 
zone which can be easily reached with the sacral 
approach, namely from 8 to 15 cm. from the anus, is 
the site of at least 50 per cent of all rectal tumors. 

For 8 days before the operation the patient is kept 
on a nonresidue diet, and laxatives and enemas are 
administered daily. As a rule, an iliac anus is es- 

. a4 ° . 
tablished 15 days before the resection of a malignant 
tumor. A: thorough abdominal exploration at the 
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time of the establishment of the artificial anus is 
strongly advised by the authors if a malignant lesion 
is present. 

An excessive relaxation of the musculoaponeurotic 
planes caused by spinal anesthesia interferes with the 
proper anatomic repair and therefore the authors 
prefer general anesthesia with nitrous oxide. The 
patient is placed in a supine position. An inverted V 
incision is made. The sacrum is sectioned at a height 
which provides sufficient exposure of the lesion. 
Liberation of the rectum and exteriorization of the 
rectosigmoid segment are done in the customary 
manner. JosepH K. Narat, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Martin, J. D., Jr.: Wounds of the Liver. 
Surg., 1947, 125: 756. 


Ann. 


Liver wounds, a major problem in abdominal 
wounds, have an over-all mortality of 10 per cent. 
Trauma of the liver is classified as direct or indirect. 
The magnitude of injury in direct trauma from pene- 
trating missiles is dependent on the explosive effect 
of the missile. From moderate to massive hemorrhage 
can occur without damage to the main hepatic vessels 
and ducts. Nonpenetrating wounds have a lower 
incidence but may present identical pathologic tind- 
ings, complications, and outcome. Following cessa 
tion of hemorrhage there is still drainage from the 
biliary system. Repair must be effected by removal 
of devitalized and necrotic tissue, and later regen- 
eration. During tissue autolysis further vascular and 
biliary ducts may be opened. 

Systemic effects are often out of proportion to the 
degree of injury. At first shock may be profound and 
not equivalent to the blood loss. Later secondary 
manifestations of injury appear. These are concerned 
with blood loss, biliary extravasation, hepatocellu- 
lar damage and occasionally associated renal dys- 
function, and are manifested by anemias, bile peri- 
tonitis and empyema, jaundice, lowered blood pro- 
tein, abnormal carbohydrate tolerance, and deficient 
fibrinogen and prothrombin formation. 

The most serious complication, the so-called hep- 
atorenal syndrome, more often follows extensive 
crushing trauma. The nature of the syndrome has 
not been satisfactorily determined. 

It is desirable to ascertain the degree of functional 
impairment of the liver as this affords some index as 
to indicated treatment and the prognosis. 

Experiments were done using dogs, and control 
determinations of galactose tolerance, bromsulf- 
thalein excretion, alkaline phosphatase activity in 
serum, and prothrombin time were made before and 
after anesthesia with intravenous pentobarbital 
sodium. The dogs were then anesthetized and their 
livers subjected to varying degrees of trauma, and 
then they were allowed to recover for study. The 
author observed that the liver had a very large func- 
tional reserve, as well as tremendous recuperative 
and regenerative powers. 
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In discussing the treatment the author states that 
suturing of the liver can seldom be done except in 
wounds near the periphery, and hemorrhage is con- 
trolled in most instances by packing. Whenever 
damaged tissues are placed in apposition the process 
of repair is delayed, and necrosis and sloughing occur 
before union is complete. The use of muscle grafts 
and newer hemostatic agents in the control of bleed- 
ing is discussed. As yet there is no ideal material 
available for the control of bleeding from a trauma- 
tized liver. 

In the repair of liver wounds it is essential to close 
all wounds of the diaphragm in order to restore the 
integrity of the cavities and prevent the passage of 
bile and blood into the pleural sac, and to restore 
the mechanics of the respiratory system. 

Ideal treatment would consist of débridement, but 
this cannot be done in most cases until a better sub- 
stance for controlling liver bleeding is perfected. At 
present, drainage must always be carried out and 
these drains are preferably placed through a stab 
wound. The general care of the liver wound is of 
paramount importance. 

W. FostER Montcomery, M.D. 


Sheinfeld, William: Cholecystectomy and Partial 
Hepatectomy for Carcinoma of the Gall Bladder 
with Local Liver Extension. Surgery, 1947, 22: 
48. 


A case of epidermoid carcinoma of the gall bladder 
with metastases localized to a resectable area of the 
liver is presented in detail. The feasibility and pal- 
liative value of liver resection for carcinoma of the 
gall bladder and local liver extension are discussed. 

For comparison, the results obtained with chole- 
cystectomy for early carcinoma, or with simple ex- 
ploration and biopsy for more advanced carcinoma, 
are given. 

From a survey of the cases collected, liver resec- 
tion, when possible, appears to be of definite palliative 
value. However, the results in general are poor when 
compared with the results of radical surgery for car- 
cinoma of other organs. Joun J. Matoney, M.D. 


Royer, H., and Solari, A. V.: Cholangiography Per- 
formed with the Help of Peritoneoscopy. 
Gastroenterology, 1947, 8: 586. 


In 1942 it was suggested that the gall bladder be 
injected with radiopaque material through a needle 
passed through the anterior abdominal wall, the 
operator guiding this needle with the help of peri- 
toneoscopy. The procedure had been carried out 
safely and with it bile had been removed from the gall 
bladder for study. It was suggested that this tech- 
nique be used in certain puzzling cases in which or- 
dinary cholecystography does not give a satisfactory 
answer to the diagnostic question. 

For the peritoneoscopy a tube only 4 mm. in di- 
ameter is used. Obviously, it is important to enter 
the abdominal cavity at the right spot so that the 
gall bladder can be visualized well. The best site is 
one a little below the edge of the liver and from 3 to 5 


fingers’ breadth from the middle line. The examina- 
tion is started with the patient on the roentgenologic 
table. 

After the gall bladder has been visualized, the 
special needle used for the injection is pushed through 
the abdominal wall, 2 or 3 cm. away from the peri- 
toneoscope. This needle consists of two parts, one, 
a tube 7 cm. long and 1 mm. in diameter, and the 
other, an inner hollow needle 17 cm. long and 1 mm. 
in diameter. Its lower end is narrowed to make a 
hollow needle 15 mm. long and o.5 mm. in diameter. 
First the larger needle is pushed through the abdom- 
inal wall, and then the smaller one goes through that. 
Then from 20 to 40 c.c. of an aqueous solution of 
some radiopaque substance such as diodrast is in- 
jected into the gall bladder. The double needle is 
then withdrawn and roentgenograms are taken in the 
usual way, before and after a fatty meal. 

With this method the authors have been able to 
make anatomical, physiological, pathological, and 
medical studies of the gall bladder, and the hepatic 
and common ducts. 

Little that was new could be learned about the 
anatomy of the gall bladder and cystic duct, but a 
curious observation was made in regard to the ter- 
minal end of the common duct. It appeared to be 
sharpened or beveled on one side. This appearance 
in the roentgenograms of the common duct was con- 
firmed by postoperative cholangiography. 

Most of the gall bladders studied physiologically 
showed traction in the region of the neck near the 
cystic duct. The gall bladder tends to contract uni- 
formly without any change of shape. 

When the gall bladder empties, part of the bile 
tends to go up into the hepatic duct and into the 
liver. This suggests a dyskinesia or failure of the 
sphincter of Oddi to relax. 

In some of the cases it was easy to demonstrate 
even gall stones. 

A contraindication to the use of this technique is 
acute inflammation in the region of the liver. So far 
there has been no accident with this technique. 

In the presence of a puzzling jaundice, this tech- 
nique can make possible an exact diagnosis. 

Harry W. Fink, M.D. 


Cattell, Richard B.: Anastomosis of the Duct of 
Wirsung; Its Use in Palliative Operations for 
Cancer of the Head of the Pancreas. Surg. Clin. 
N. America, 1947, 27: 636. 

Obstruction of the duct of Wirsung is a common 
finding in cancer of the head of the pancreas. It leads 
to marked disturbance of nutrition and causes di- 
gestive and bowel complaints. The earliest symp- 
toms associated with obstruction of the pancreatic 
ducts are the direct result of a diminished amount of 
external pancreatic secretion. A change in bowel 
function is often the first symptom. Much intes- 
tinal gas may be present, with watery stools and in- 
termittent diarrhea. The stool may become foamy 
and of increased bulk. General abdominal discom- 
fort and indigestion are frequent complaints. Back 
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pain may be the only localizing symptom. When the 
malignancy is primary in the duct of Wirsung, or in 
the head of the pancreas, the process may extend 
considerably before it causes obstructive jaundice. 

It is possible to differentiate carcinoma of the am- 
pulla from carcinoma of the head of the pancreas by 
reviewing the order of the onset of symptoms. Car- 
cinoma that begins in the head of the pancreas will 
usually cause obstruction of the ducts of Wirsung and 
Santorini before obstruction of the common bile duct. 
Thus, the symptoms of indigestion, gas, bloating, 
diarrhea, and bulky, foamy stools will be initial 
symptoms. Carcinoma of the ampulla of Vater, on 
the contrary, causes early obstruction of the common 
bile duct, so that pruritus and jaundice are the first 
symptoms, and only later, as the pancreatic ducts 
are involved, are other symptoms produced. 

A new method of anastomosis of the duct of Wir- 
sung to the jejunum, in cases of inoperable carcinoma 
of the head of the pancreas, is presented. This may 
be done as an open anastomosis over a T-tube, or as a 
closed anastomosis with a necrosing suture technique. 

The anastomosis of the duct of Wirsung in in- 
operable cases restores the pancreatic juice to the 
intestinal tract, and may be followed by temporary 
dramatic relief of the digestive symptoms and a satis- 
factory gain in weight. 

A case is reported to illustrate what may be ac- 
complished by this procedure. Anastomosis of the 
duct of Wirsung, as well as anastomosis of the biliary 
tract to the jejunum, should be done whenever feasi- 
ble. SAMUEL Kaan, M.D. 


MISCELLANEOUS 


Dragstedt, Lester R., Clarke, James S., Harper, 
Paul V., Jr., Woodward, Edward R., and 
Tovee, E. Bruce: Supradiaphragmatic Section 
of the Vagus Nerves to the Stomach in Gastro- 
jejunal Ulcer. J. Thorac. Surg., 1947, 16: 226. 


This article is a continuation of observations made 
by the authors previously. 
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The theoretical basis for section of the vagus 
nerves in the treatment of peptic ulcer may be sum- 
marized as follows: 

1. Current procedures in the management of pep- 
tic ulcer are designed to neutralize acid gastric juice 
or decrease its production. 

2. When excessive continuous secretion of gastric 
juice is maintained in experimental animals, peptic 
ulcers appear and progress. 

3. An excessive continuous secretion of gastric 
juice occurs in most patients with peptic ulcer. This 
is most noticeable at night, when ulcer-bearing pa- 
tients are found tosecrete from 2 to 10 times as much 
acid as the nonulcer-bearing patients. 

4. Section of the vagus nerves to the stomach re- 
duces the secretion of gastric juice in normal animals, 
and in patients with peptic ulcer to an even greater 
degree. The psychic phase of gastric secretion is 
abolished by vagus section. Humoral and other fac- 
tors influencing gastric secretion are present, but the 
extent of their activity is not certain. 

The night secretion in 105 vagotomized ulcer 
patients was reduced to one-seventh of the preoper- 
ative average. 

The relief following vagotomy was so complete as 
to suggest that loss of pain sensation was produced, 
but introduction of o.5 per cent hydrochloric acid 
into the stomach oi vagotomized ulcer patients 
produced prompt recurrence of the preoperative 
pain. 

The symptoms are relieved by vagotomy and the 
ulcers heal, as measured by clinical standards as well 
as roentgen study. 

In obstructive lesions complicating ulcer, correct 
interpretation of postvagotomy complaints is im- 
portant because the factor of obstruction may per- 
sist even though the ulcer heals. Ten gastrojejunal 
ulcers following gastroenterostomy or partial gas- 
trectomy have healed under vagus section. Brief 
case reports of gastroduodenal ulcers, and illustra- 
tive roentgenograms are appended. 

Hrram T. Lancston, M.D. 





GYNECOLOGY 


UTERUS 


Given, William P.: Carcinoma of the Cervix. Am. J. 
Obst., 1947, 53: 947- 

The author reports a statistical analysis of 212 
patients with cancer of the cervix uteri treated in the 
clinic of the Cornell University Medical College, 
Ithaca, and the New York Hospital, New York, New 
York, from 1933 through 1944. Of the total of 212 
cases, 65 per cent were classed as stage 1 or stage 2, 
and 35 per cent were classed as stage 3 or stage 4 
(League of Nations classification). Of the 115 pa- 
tients seen from 1933 through 1940, 49, or 42.5 per 
cent, survived for 5 years or more. 

There was no correlation between the histological 
classification of the cancer and the survival rate. Of 
far greater importance is the clinical classification in 
that those in stage 1 stand a good chance for survival 
while those in stage 4 are hopeless. Age and parity 
do not seem to affect the survival] rate. Over 50 per 
cent of the patients were in the groups of stage 1 and 
stage 2, and had symptoms for 3 months or less. Ten 
per cent had no symptoms referable to the cancer 
when it was discovered. The author attributes this 
to careful inspection of the cervix and the routine bi- 
opsy of all cervical lesions, including those not ob- 
viously malignant. 

There were 12 cases of cancer of the cervical stump 
(3.8 per cent). The author believes that this high in- 
cidence lends argument to the use of total hysterec- 
tomy rather than the subtotal operation. 

The patients were treated first by roentgen rays 
and then by radium. Roentgen therapy alone was 
used in a few of the advanced cases. Surgery was per- 
formed in only 6 cases. 

The 4, 3, 2, and 1 year survival rates for the 97 pa- 
tients seen from 1941 through 1944 are not ap- 
preciably different from the rates over the first period 
(1933 through 1940) despite the fact that in 1940 the 
radiation techniques were altered. There were 47 
cases of late reactions to irradiation in the total 
group, an incidence of 22.1 per cent. There were 
about twice as many reactions in the patients who 
were treated before 1940 as in those who were treated 
after 1940. This reduction in complications is at- 
tributed to improved technique in radiation therapy. 

Joun R. Wotrr, M.D. 


Munnell, Equinn William: Total Hysterectomy. 
Am. J. Obst., 1947, 54: 31. 

Should total hysterectomy be the routine proced- 
ure in the removal of the uterus for benign disease? 
To answer this question the author has surveyed 
1,798 hysterectomies performed on the gynecologic 
service of the Bellevue hospital, New York, New 
York. Of this number, 1,583 were subtotal, and 215 
were total hysterectomies. 

The outstanding argument in favor of removal of 
the cervix at the time of hysterectomy has been that 


it removes the possibility of subsequent develop- 
ment of carcinoma of the cervical stump. Less im- 
portant arguments are the removal of the cervix as a 
possible cause of leucorrhea or focus of infection. The 
chief argument against the routine use of the total 
procedure for benign disease has been the higher 
mortality and morbidity associated with total 
hysterectomy. ? 

The operative mortality among the patients hav- 
ing total hysterectomy was 2.32 per cent (5 cases) as 
compared toa mortality of 1.76 per cent for the group 
in whoma subtotal hysterectomy had been performed. 
The author is of the opinion that the deaths in the 
former were not due to the fact that a total rather 
than a subtotal operation was performed, but to 
complications that occur with either operation. Pul- 
monary embolus (in 3 cases), cerebral thrombosis, 
and paralytic ileus with shock were the causes of the 
5 deaths. 

There is a slight increase in morbidity with the 
total operation, and patients will runaslightly higher 
temperature fora longer period of time; also, cathet- 
erization is required less frequently. Distention is 
about the same. The chance of injury to the bladder 
or the ureters, or both, is increased by the total pro- 
cedure, although the author believes that this danger 
can be avoided by the proper technique. 

Sexual response in women is not significantly diff- 
erent with the cervical stump remaining than with 
the cervix removed. The cervix, uterus, and ovaries 
seem to have little to do with libido and sexual satis- 
faction. In cases in which there are changes following 
hysterectomy, the cause is undoubtedly psycho- 
genic. 

Since the only valid argument against the routine 
use of the total hysterectomy is the slightly higher 
mortality rate associated with it, the author believes 
that this is not tenable when the number of deaths 
from the possibility of cancer developing in the cer- 
vical stump are considered. The prevention of cancer 
of the cervical stump is an adequate reason for per- 
forming total hysterectomy in benign cases as long 
as the operation does not introduce an element of 
extra danger to the patient. Any teaching service 
should consider it its duty to turn out gynecologic 
residents skilled in performing a total hysterec- 
tomy. Joun R. Wotrr, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Kleitsman, R.: Brenner Tumors of the Ovary (Ueber 
die Brenner’schen Ovarialtumoren.) -(cta obst. gyn. 
scand., 1947, 27: 33- 

A study of material collected at the gynecologic 
clinic of Allmanna Barnbordshuset, in Stockholm, 
over a 14 year period from 1931 to 1944 revealed only 
1 case of Brenner tumor of the ovary. The tumor 
had arisen in a 48 year old woman, 18 years after 
the resection of both ovaries. At laparotomy a solid, 
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stone hard, adherent tumor, twice the size of a man’s 
fist, was removed from the left parametrium. Gross- 
ly, the tumor was golden gray and on section showed 
a few pea to bean sized cavities beneath the capsule. 
Microscopically, large epithelial masses were found 
lying in a supporting framework of well developed 
connective tissue. The epithelial cells were poly- 
gonal in shape with well defined nuclei and a large 
amount of protoplasm. The boundaries between in- 
dividual cells were quite distinct. Most of the epi- 
thelial masses were solid but a few central cavities 
filled with homogeneous material were observed. 

According to R. Meyer there are two types of 
Brenner tumor: solid tumors with or without cyst 
formation, and tumors which lie in the walls of cysts. 
The present case belongs to the first group. The 
question of the frequency or rarity of Brenner tu- 
mors cannot be answered at the present time, since 
they are of slow growth and may cause no clinical 
symptoms for a long time. Their occurrence can be 
determined only by systematic study of ovarian spe- 
cimens. They may occur in young women and are 
not definitely bound to any hormonal or circulatory 
characteristic of a particular age group, but they are 
more common in older women. The solid tumors 
vary in size from that of a sago grain to that of a 
man’s head, are sharply demarcated from their sur- 
roundings by their color, and, because of their sim- 
ilar appearance, are easily confused with fibromas. 
Definite proof of recurrence or metastasis after re- 
moval has not been established. Of significance is 
the reported occurrence of new growths of various 
types in the second ovary. A hormonal influence on 
the endometrium and .on the sexual function by 
Brenner tumors has not been proved, although post- 
climacteric and irregular bleeding has been reported 
by some authors. 

There are several theories concerning the origin of 
the Brenner tumor. According to R. Meyer it arises 
from the Walthard cell focuses. Kleine is of the opin- 
ion that it originates from the epoophoron. Schiller 
and Fauvet take the view that the tumor arises from 
the rete ovarii. These theories are not contradictory 
since the Walthard cell focuses, the epoophoron, and 
the rete ovarii are of primary mesodermal origin. 
The presence of indifferent epithelium, mucous epi- 
thelium, serous epithelium, and the plaster type of 
epithelium in the Brenner tumor can be explained 
by any of the three conceptions. 

Joun L. Linpguist, M.D. 


Kieitsman, R.: Horn Formation in Ovarian Carci- 
noma (Ueber Hornbildung in den Ovarialkarzino- 
men.) Acta obst. gyn. scand., 1947, 27: 46. 


Although ovarian carcinoma appears in manifold 
histologic forms with extreme variability in cell 
structure, flattened epithelium is rarely encountered 
microscopically. The case herewith reported is con- 
sidered to be the eighteenth case in the literature. 
Up to the present time only 3 previous cases with 
flattened epithelium and horn formation in ovarian 
carcinoma have been reported with certainty, and, 
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because of the rarity of this condition, the author 
reports the fourth case. 

The patient was a 60 year old widow who had 
stopped menstruating 10 years previously and had 
had no subsequent genital bleeding. An abdominal 
tumor mass was palpated during a routine physical 
examination in connection with examination for 
heart trouble. There was no abdominal complaint 
and no edema of the lower extremities. At operation 
a partly solid and partly cystic tumor originating in 
the left ovary was found and removed. The cystic 
portion of the tumor contained about 1,000 c.c. of 
fluid and its wall showed numerous papillary pro- 
liferations. The solid portion of the tumor was twice 
the size of a hen’s egg and consisted in part of small 
pseudomucinous cysts and partly of solid tumor 
mass. Microscopic sections showed cylindrical cell 
carcinoma with glandlike formations, one to several 
cell layers in thickness, and a sparse stroma. Here 
and there in the adenocarcinomatous portions were 
islands of flattened epithelium with pearl formation 
in a few places. 

The diagnosis of this rare type of tumor depends 
upon microscopic study, since any symptoms pro 
duced are of a general kind. Although in the present 
case no metastases could be demonstrated, metas- 
tases have been observed in previously reported 
cases. The question of the histogenesis of flattened 
epithelium and horn formation in an ovarian tumor 
can be explained in several ways. The simplest ex- 
planation, metastasis, could not be established in the 
present case. The possibility of horn formation in a 
teratoma also suggests itself, but in this case there 
was no evidence of teratogenous origin. The remain- 
ing explanation is horn development through meta- 
plasia from an indifferent matrix. This explanation 
does not entirely answer the question but raises 
another question, namely, that of the origin of these 
indifferent cells and their capacity to differentiate 
into flattened epithelium. It is assumed that a deriv- 
ative of celomic epithelium provides the undiffer- 
entiated matrix. Histogenetically, this tumor, like 
the Brenner tumor, is supposed to arise from indiffer- 
ent cells of mesodermal origin with special properties 
of differentiation. Joun L. Lixneuist, M.D. 


MISCELLANEOUS 


Bartlett, Marshall K.: The Surgical Treatment of 
Urinary Incontinence. \V. England J. M., 1947, 
236: 965. 

Up to the time the present study was undertaken 
at the Massachusetts General Hospital, Boston, the 
operative cure in patients with exertional or “‘stress”’ 
incontinence was about 50 per cent. The usual pro- 
cedure was repair of the anterior vaginal wall and a 
figure-of-eight or mattress stitch placed at the bladder 
neck. 

The author believes that stress incontinence re- 
sults when function of the involuntary sphincter 
mechanism is impaired, owing to stretching and dis- 
tortion of the bladder neck and proximal urethra. 
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This occurs after trauma that allows these structures 
to sag away from their normal positions behind the 
pubic arch. It is emphasized that although the vol- 
untary sphincter may be damaged in the process, 
such damage is of little, if any, importance in the 
production of stress incontinence. 

The success of an operation for stress incontinence 
is considered, therefore, to depend on the restoration 
of the bladder neck and urethra to their normal ana- 
tomic positions, thus allowing the involuntary sphinc- 
ter to resume its normal function. Various operative 
procedures having this principle are discussed. 

Sixty-three operations performed on 62 patients 
are reported. All patients complained of exertional 
urinary incontinence resulting from childbirth trau- 
ma. In the first 42 cases the technique described by 
Kennedy was followed. The vaginal mucosa is ele- 
vated from the bladder neck and posterior two-thirds 
of the urethra, and the dissection carried laterally 
under the pubic rami until the urethra is entirely 
freed of its lateral ati chments, including any post- 
traumatic scar tissue that may be present. The 
urethra is then plicated in the midline to restore the 
function of the voluntary sphincter. In the last 21 
cases of the series, stripping of the lateral attachments 
of the urethra from the pubic rami was discontinued. 
It had been found that such dissection resulted often 
in considerable hemorrhage which was difficult to 
control; and it was noted that the loss of these lateral 
structures might interfere with the replacement of 
the bladder neck and urethra in the normal positions. 

The operations were performed during the period 
between 1939 and 1942. Forty-four patients (70 per 
cent) were cured. Of these, 12 patients were fol- 
lowed up for an average period of 14 months, and 32 
for an average period of 17 months. 

L. James Tatsor, M.D. 


Walker, Louis M., and Huffman, John W.: Adeno- 
carcinoma of the Female Urethra. A Review. 
QO. Bull. Northwest. Univ. M. School, 1947, 21: 115. 


Twenty-seven cases of true adenocarcinoma of the 
female urethra and 5 cases of questionable adenocar- 
cinoma of the female urethra were collected from the 
world’s literature. Eleven cases in which the diag- 
nosis of adenocarcinoma was uncertain were discussed 
in detail. 

The origin of the tumor is thought to be in the 
paraurethral glands. The histologic picture is that of 
a glandular carcinoma reproducing the glandular ar- 
rangement of the source. 

Analysis of the cases reveals that a “tumor” or 
nodule of the urethra, burning and frequency on 
urination, and dysuria are the most common symp- 
toms; a red mass at the urethral meatus is the most 
common finding of adenocarcinoma of the female 
urethra. 

The final diagnosis depends on the histological 
findings in the excised tissues. 

Prophylactically, all urethral caruncles, adenomas, 
papillomas, and polyps should be removed and ex- 
amined histologically. Most periurethral cysts should 
also be excised. Surgical excision was the treatment 
of choice of adenocarcinoma of the female urethra in 
earlier years. Most of the cases in the collected series 
were treated surgically, In 3 of the 17 some form of 
radiation followed excision. Irradiation was used in 
only 6 of the 23 cases in which treatment was dis- 
cussed. It is, however, favored today because it 
usually preserves urinary continence and appears to 
be as effective as surgery in the treatment of this 
neoplasm. The interstitial application of radium to 
the lesion followed by bilateral dissection of the in- 
guinal glands is also advocated. 

CHARLES Baron, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Penttinen, Kari: On the Wassermann and Kahn 
Reactions during Pregnancy. Acta obst. gyn. 
scand., 1947, 27: Supp. 3. 

This monograph is basically planned to ascertain 
the influence of pregnancy on serological reactions for 
syphilis. It can be recommended on the basis of its 
excellent statistical data. The essay seems to be de- 
signed, primarily, for those interested in biologic re- 
actions, particularly in relation to syphilis. 

The author’s work is extremely thorough, with 
the exception that considerable international litera- 
ture has necessarily been omitted because of the war. 
A majority of the references are to the Scandinavian, 
English, and American literature. 

The author was primarily interested in the age old 
statements that (1) pregnancy causes an increased 
incidence of positive serologic reactions for syphilis, 
and (2) that pregnancy exerts a beneficial effect, i.e., 
a tendency toward a cure for syphilis. 

Following a review of the literature, the author 
presents all of the techniques of investigation, plus 
his own results. His investigations centered upon 
eight major questions. The first question considered 
was: ‘‘ How many false positive results were obtained 
during pregnancy.” He concluded that false positive 
serology was no more common in pregnant patients 
than in the nonpregnant controlled group. He further 
believes that the false positives which are noted in 
pregnant women, as well as in the nonpregnancy con- 
trolled group, are due to technical variations rather 
than some factor associated with the pregnancy. 

An attempt to discover a common factor in the 
group of patients showing false positive results failed 
to yield any specific relationship. However, the in- 
cidence of syphilis and positive serology among the 
unmarried group was found to be higher than in the 
married group, as one might expect. 

The author was next interested in the serologic 
factors which were characteristic of the group with 
false positive results. The results indicated that 
certain diseases will give an indeterminate percentage 
of positive Wassermann reaction. These diseases are 
listed in most of the standard textbooks, and almost 
invariably give weak quantitative reactions. In gen- 
eral they consist of new growths, virus infections, 
and other spirochaetal diseases. 

In respect to the technical differences, he noted a 
difference in results of the various laboratories. The 
obvious conclusion was that the greatest single factor 
in any biologic test depends upon the laboratory 
technique. It is important, therefore, to use multiple 
laboratories and techniques in reaching a diagnosis of 
syphilis. In this respect, the author concluded from 
his data that the Kahn verification test was of value 
in the diagnosis of syphilis but not of absolute 
significance. 
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The effect of the duration of pregnancy on biologic 
tests showed no significant statistical variation, so 
that the hormonal and physiologic changes appar- 
ently have little or no effect on the reaction. 

The moral of the essay is that all biologic tests may 
yield false results. In the present study the range of 
error was considered to be one in a thousand. When 
diagnosis depends upon biologic tests, other means of 
diagnosis should be included and the test should be 
repeated several times and in different laboratories. 

James F. DonneELLY, M.D. 


Belvederi, C., and Morano, M.: Relation of the 
Arterial Retinal Pressure, Index of Fritz, and 
Ocular Tone to the Modifications of the Fundus 
Oculi in Normal and Pathologic Pregnancy 
(Pressione arteriosa retinica, indice di Fritz e tono 
oculare in rapporto alle modificazioni del fundus nella 
gravidanza normale e patologica). Riv. ital. gin., 
1946, 29: 126. 

This article is a continuation of a previous one in 
which the authors had concluded that a functional 
arterial spasm related to the arterial pressure occurs 
in the fundus of the eye during pregnancy. Continu- 
ance of the etiological factor leads to arterial spasm 
and vascular changes in other tissues, which may 
become organic. These ocular phenomena, frequent 
in the primipara, are severe in the toxemias of preg- 
nancy and very severe in eclamptics. The current 
opinion regarding these spastic changes in the eye is 
that they are an expression of a generalized involve- 
ment of the arterioles and precapillaries that takes 
place in all pregnancies, which during the first half of 
a pregnancy may be due to hormonal changes and 
hypovagotonia, and during the second half, to hyper- 
sympatheticotonia. The added toxemia, ocular in 
origin, presents in the pathological pregnancy, and 
intensifies the picture by acting directly on the arteri- 
oles and indirectly on the sympathetic system. 

The correlation between the modification of the 
retinal vessels and the general arterial pressure has 
been noted by Mylius, Klaften, Wagener, Mussey, 
and Masters. The authors claim that to these two 
factors,which are important in evaluating alterations 
in the tissues of the pregnant woman (both normal 
and pathological), a third must be added, i.e., the 
arterial pressure of the retinal vessels (A. P. R.). 

In their studies they have made use of the index of 
Fritz. This represents the difference between the 
weight necessary to obtain the first arterial pulsation, 
and the weight necessary to occlude completely the 
artery in diastole. It is measured in grams of water, 
the normal being below 10 grams. It is important to 
evaluate the elasticity of the arterial walls, it being 
higher in all cases in which changes in the coats of the 
vessels are present. 

The importance of tonoscopy and tonometry in 
normal and pathological pregnancy is emphasized by 
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the authors who advise the measurement of ocular 
tension. Ocular tension, a product of local pressure 
and pressure of the aqueous humor, parallels the 
changes in the arterial pressure, and enables one to 
measure the A. P. R.in millimeters of mercury in- 
stead of grams of water. 

The authors became interested in the relation of 
the index of Fritz to normal and pathological preg- 
nancy, and undertook observations on 95 cases of 
pregnancy. The study included general examination, 
urinalysis, general arterial pressure, index of Fritz, 
ocular tension, and examination of the fundus of the 
eye. The Riva-Rocci sphygmomanometer was used 
for the arterial pressure, the ophthalmotometer of 
Baillant for the arterial pressure of the retina of the 
eye, and the tonometer of Schiotz. The authors 
believe that there is a relation between the vascular 
changes in the fundus oculi, the general arterial 
pressure, the arterial pressure of the retina, the index 
of Fritz, and the ocular tension. They believe also 
that the toxemias of pregnancy provoke a generalized 
spasm of the vessels which is transitory and func- 
tional in the beginning but later becomes permanent 
and organic and leads to irreversible changes in vari- 
ous organs, especially those well supplied with blood. 
They explain the exceptional case with a normal 
fundus oculi and an increased A. P. R. by saying that 
either the arterial spasm affects the capillaries and 
cannot be observed with the ophthalmoscope, or that 
the case may be one of those, reported also by Bail- 
lart, in which there is a normal fundus oculiof the eye 
and a normal blood pressure, but a local elevation of 
pressure, no albuminuria, and a normal azotemia. 
They disproved the statement of Baillart that the 
increase in A. P. R. may be due to endocranial hyper- 
tension by making lumbar punctures in cases of 
neuroretinitis and in 2 cases with chorioretinal sepa- 
ration, and reported that in these cases they did not 
find an increase in the endocranial pressure. A short 
functional spasm causes changes of no consequence 
in the affected vessels, but when the toxemias make 
this spasm permanent, sclerosis of the vessels, reduc- 
tion in the size of the lumen, loss of elasticity of the 
walls, and slowing of the blood stream occur. This 
increased resistance to the flow of blood brought 
about by the changes in the vessel walls, can be 
measured by the index of Fritz, the normal being 10 
grams with oscillations between 3 and to grams. This 
leads the authors to conclude that the index of Fritz 
is of great importance in the determination of the 
elasticity of the vessels, and is found to be normal in 
a normal pregnancy (a high normal found in only 4 
cases) and greater than in the pathological preg- 
nancy. This variation occurs pari passu with the 
severity of the changes in the fundus of the eye. 

Josepn M. A. Pape, M.D. 


Robinson, David; Hardy, Paul; and Hellman, L. M.: 
The Effect of Diphtheria on Pregnancy, with a 
Report of 5 Cases. Am. J. Obst., 1947, 53: 1020. 


The occurrence of diphtheria during pregnancy or 
the puerperium is rare. This is essentially true be- 


cause diphtheria is primarily a disease of the first 
decade of life, and because the general practice of 
active immunization has resulted in a decreasing in- 
cidence of this disease during the present century. 
Recently, however, for reasons not yet clear, there 
has been an increase in the incidence of adult diph- 
theria. Thus, during the past year 4 patients with 
antenatal diphtheria have been observed. These 
women, with a fifth patient delivered in 1907, com- 
prise the cases reported, and represent the total num- 
ber of patients with diphtheria seen in the Obstet- 
rical Clinic at the Johns Hopkins Hospital, Balti- 
more, in the past 50 years, during which time more 
than 50,000 deliveries occurred. 

In the reviewed cases, pregnancy did not seem to 
alter the course of the disease in any way, nor, in 
the few cases reported by the author, did the disease 
seem to alter the course or outcome of the pregnancy. 
All the mothers recovered from the disease and, fol- 
lowing a normal labor, were spontaneously delivered 
of full term healthy infants free of the disease. 

The treatment of diphtheria in the pregnant 
woman should be similar to that of diphtheria in the 
nonpregnant woman. Antitoxin is the most impor- 
tant single therapeutic agent. Secondary infections 
can be controlled by chemotherapy and antibiot- 
ics. Myocarditis, of course, should be treated by 
bed rest. 

Although the reported rate of abortion in patients 
with diphtheria is 33 per cent, no interruption of 
pregnancy was observed in these cases, and none of 
them showed any premonitory signs of miscarriage. 
Abortion in acute infectious diseases with high fever, 
however, is not uncommon, and it is conceivable that 
inadequately treated diphtheria might result in a 
high rate of abortion. 

No evidence was found that might indicate the 
passage of diphtheria toxin across the placental bar- 
rier. Joun R. Wotrr, M.D. 


Bacon, Harry E., and Rowe, Robert J.: Abdomino- 
perineal Proctosigmoidectomy for Rectal Can- 
cer Complicating Pregnancy; Report of 4 Cases. 
South. M. J., 1947, 40: 471. 


The literature on the subject of malignancy of the 
lower bowel complicating pregnancy was reviewed 
with a report of the authors’ experience with 4 private 
patients. 

The discussion involved a series of 23 cases in which 
operation was performed during pregnancy, and 12 
cases in which operation was instituted following 
abortion or delivery. 

The symptoms in these cases are relatively the 
same as in any other malignancy of the lower bowel, 
but because they may be overshadowed by those of 
the pregnancy, an added responsibility is placed upon 
the obstetrician. A careful history, digital examina- 
tion, proctosigmoidoscopy, and opaque enema study 
are not contraindicated during pregnancy if war- 
ranted. 

Pertinent to the management of this complication , 
the following procedures may be recommended: 
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1. In early pregnancy (3 months or less) abdom- 
inoperineal proctosigmoidectomy without colostomy 
and with preservation of the sphincter musculature, 
or, as a second choice, a Miles abdominoperineal ex- 
tirpation, especially when the lesion is less than 6 cm. 
from the anal margin, with relative disregard to the 
pregnancy. 

2. In the second trimester when the fetus is not 
viable and the size of the uterus would necessarily in- 
terfere with removal of the growth, Porro section and 
resection simultaneously, if the condition of the pa- 
tient warrants such a procedure. 

3. In the last trimester of pregnancy, cesarean 
section and hysterectomy followed by removal of the 
cancerous bowel from 2 to 4 weeks later. 

When the circumstances are ideal and the condi- 
tion of the patient excellent, radical resection per- 
formed at the time of section may be justifiable. 

CHARLES Baron, M.D. 


LABOR AND ITS COMPLICATIONS 


Webster, Augusta: The Voorhees Bag. Am. J. Obst., 
1947, 53: 957- 

Since an increasing number of competent obstetri- 
cians have gone on record as condemning the use of 
the hydrostatic bag to a past era in obstetrics, the 
author offers this survey of the use of the Voorhees 
bag in 164 cases among 28,000 deliveries, from 1938 
to 1944 inclusive, at the Cook County Hospital, in 
Chicago. The main indications for its use were to 
induce labor in toxemias, and to control bleeding in 
placenta previa and premature separation of the 
placenta; it was used also in a miscellaneous group 
of cases consisting primarily of abnormal presenta- 
tions and prolapse of the cord. 

There were 168 infants (including 4 sets of twins), 
and the gross infant mortality was 85. Fifty-one of 
these babies were dead on admission of the mothers 
to the hospital. There were 34 stillbirths and neo- 
natal deaths, including 16 previable babies. This 
gives a corrected mortality of 10.7 per cent. 

A large percentage of the patients were not good 
risks for abdominal delivery. The author believes 
that it is not good obstetrical practice to subject a 
mother to the risk of abdominal surgery in the inter- 
est of a baby whose chances of survival are already 
minimal. It is better to deliver patients from below 
in all instances in which the viability of the infant is 
questionable. 

It would seem that the use of the hydrostatic bag 
still has a limited place in obstetrics but no fixed 
policies can ever apply to its use. Careful considera- 
tion of each situation and good obstetric judgment 
are essential if the best interests of both mother and 
child are to be observed. Joun R. Wo rrr, M.D. 


Feeney, J. K.: Failed Forceps. /rish J. W. Sc., 1947, 
No. 257, 190. 


Reports of 70,000 deliveries in three Dublin hos- 
pitals were examined by the author. From these 
records, information was obtained on 121 cases in 


which forceps had failed. In 77 of these, failure 
occurred outside the hospital and the patients were 
subsequently admitted; in 44 cases failure occurred 
in the hospital. 

Of the 77 patients outside the hospital, who were 
subsequently admitted, 38 were primigravidas, 34 
had had 2 to 6 pregnancies and 5 had had 7 or more. 
The maternal mortality was 16.9 per cent, and the 
fetal mortality 67.5 per cent. In the mothers who 
lived the complications were many, the incidence of 
morbidity being 13 per cent. The author concludes 
from his analysis of these cases that the primary 
cause of the failure of forceps and of the subsequent 
complications was premature application of the for- 
ceps. 

Of the 44 patients in whom failure of forceps 
occurred in the hospital, 28 were primigravidas and 
16 were multigravidas. The maternal mortality was 
6.8 per cent, and the fetal mortality 43.2 per cent. 
The incidence of morbidity in the mothers who lived 
was 16 per cent. The author concludes from his 
analysis of these cases that the primary cause of 
failure of the forceps was a substitution of a ‘‘trial 
and error” approach for a careful clinical or x-ray 
examination, or both, and evaluation of the cephalo- 
pelvic relationship. 

The coiiclusion reached is that a further effort 
should be made to reduce the incidence of failure of 
forceps. Better instruction of students and recently 
qualified men is believed to be the first logical step. 
A doctor should know not only when to apply for- 
ceps, but when not to do so. L. James Tatsor, M.D. 


Pitkinen, H.: The Results of Treatment of Breech 
Births at the Midwifery School at Helsinki dur- 
ing the Years from 1934 to 1944 (Uber die Be- 
handlungsergebnisse bei Beckenendlagengeburten 
im Hebammeninstitut zu Helsinki in den Jahren 
1934-1944). Acta obst. gyn. scand., 1946, 27: Supp. 1 


The author collects and evaluates statistics from 
833 breech deliveries made in a 10 year period and 
including children weighing 600 gm. or more. The 
material includes 178 breech deliveries in 154 cases 
of twins. The over-all frequency of breech deliveries 
was 5.03 per cent, and of single deliveries alone, 4.01 
per cent. 

In 652 single breech births, 136 of the infants (20.8 
per cent) died. However, 74 of these weighed less 
than 2,000 gm. With the mothers divided into 3 
groups—primiparas under 30 years of age, primiparas 
over 30 years of age, and multiparas—it was found 
that 43 (57.0 per cent) of the 74 deaths occurred in 
multiparas. Twenty-four (38.7 per cent) of the in- 
fants in the single breech deliveries weighing over 
2,000 gm. were also in the multipara group. With 
manual aid in cases of infants weighing 2,000 gm. or 
over the reduced mortality amounted to 5.7 per cent; 
with extraction it was 24.2 per cent. No infant died 
as a result of cesarean section, although 2 maternal 
deaths followed this operation. 

In the twin deliveries in which one or both fetuses 
were presenting and born in breech presentation, the 
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total mortality was 25 (14.04 per cent); 14 of these 
infants, however, weighed less than 2,000 gm. The 
maternal mortality in the twin deliveries was o per 
cent. 

The author believes that the prognosis for the child 
grows less favorable with cephalopelvic dispropor- 
tion and in cases in which labor is long, especially 
when the labor pains are weak. He suggests that by 
intensifying prenatal care, one can forestall pre- 
mature deliveries, especially in multiparas. Extrac- 
tion of the fetus is an emergency operation. Cesarean 
section should be utilized (1) when obvious disparity 
between the pelvis and fetal head exists, (2) when one 
expects a big child although a contracted pelvis is not 
a certainty, and (3) when labor pains are weak and 
the labor long. Warren R. Lane, M.D. 


Hunt, A. B., and DeVoe, R. W.: The Management 
of Delivery following Stillbirth from Previous 
Dystocia. Am. J. Obst., 1947, 53: 812. 


The deliveries of 32 patients subsequent to still- 
birth from dystocia in their primary pregnancies are 
reviewed. These patients were seen at the Mayo 
Clinic from January 1, 1936 to July 1, 1946. A gross 
fetal mortality rate of 1 fetal death in 36 deliveries, 
or 2.8 per cent, was obtained. The infant in this case 
was dead in the uterus because of a severe toxemia of 
the mother on her admission to the hospital. There 
was no maternal mortality in this series. 

When these data are added to those reported 10 
years ago, it is found that 64 women had lost 71 babies 
from dystocia before this study was made. Sub- 
sequently they were delivered of 86 babies with 3 fetal 
deaths, a gross fetal mortality rate of 3.5 per cent. 
There was 1 maternal death early in the first series. 
The maternal mortality rate for subsequent deliver- 
ies was therefore slightly more than 1 per cent. Only 
2 of the 64 women, including the 1 that died, are 
without normal living infants. One of these had 
a normal delivery but lost her infant some months 
later from nonobstetric causes. She is now pregnant 
and the chance for a living baby is excellent. 

The opportunity for individual prenatal care, and 
examination and study of the safest method of de- 
livery are most valuable in the care of these patients. 
In these cases the conduct of the first delivery sub- 
sequent to the stillbirth from dystocia seemed to 
determine the outcome in later deliveries. Patients 
who were delivered successfully through the pelvis 
continued to have this type of delivery and those 
who had to submit to abdominal delivery again re- 
quired this management. 


Carbonini, M.: The Prognosis in Cesarean Section 
in Pelvic Dystocia with Relation to Infection of 
the Genital Tract (La prognosi del taglio cesareo 
in rapporto al grado di purezza delle vie genitali nei 
casi di distocia pelvica). Ginecologia, Tor., 1947, 13: 
107. 


In a study of cesarean section between the years of 
1935 and 1945, in which cases of pelvic dystocia, with 
or without genital infection, were compared as to 


prognosis, morbidity, and mortality, the author 
found the following factors influenced mortality: 
(1) the duration of labor, (2) the time elapsed since 
rupture of the membranes, and (3) the febrile reac- 
tion during labor. 

These cases were subdivided into 3 groups, namely: 
clean, contaminated, and infected. The clean cases 
were those in which the cesarean section was done in 
the early stages of labor with intact membranes and 
in the absence of local pathological conditions such 
as vulval vaginitis er cervicitis with abnormal vaginal 
secretions. In this group the morbidity was 20.2 per 
cent, while the mortality rate was 0.69 per cent. 

In the contaminated group were the cases in whic! 
the membranes had ruptured a few hours previously, 
cases in which there had been repeated vaginal ex- 
aminations, and cases with an elevated temperature, 
but not beyond 38°C. The morbidity rate was 50 per 
cent, while the mortality rate amounted to 2.38 per 
cent. 

In the last group, the infected cases, the temper- 
ature was above 38°C, and previous attempts to 
deliver the parturient through the vagina had been 
made. Putrefaction of the amniotic fluid was some- 
times present with an increase in pulse frequency and 
leucocyte count, while the sedimentation rate ex- 
ceeded 85 mm. This group carried the highest mor- 
tality and morbidity rate, having a 20 per cent 
mortality rate and a 80 per cent morbidity rate. 

ARTHUR F. Crpotia, M.D. 


O’Connor, Cornelius T.: The Problem of the Re- 
peat Cesarean Section—A Preliminary Study. 
Am. J. Obst., 1947, 53: 914. 


The mortality in repeat classical cesarean sections 
in this country is 3.2 per cent. This risk probably 
can be reduced to about 1.5 per cent. A review of 
similar experiences with the low cervical operation 
reveals a mortality of slightly over 1 per cent. In 
both procedures, second cesareans bulk large, with a 
much smaller number of third cesareans, and practi- 
cally none beyond this. It is highly probable that the 
danger would have been greater were 2 !arger num- 
ber of fourth and fifth cesarean sections recorded. 

The dangers of elective repeat section are both 
immediate (infection, ablatio, atony, hemorrhage) 
and remote. The remote dangers of rupture of the 
uterine scar and intestinal adhesions are very marked 
after the classical section, and exist to a much less 
degree after the low section. A conservative type of 
section with sterilization by various forms of tubal 
resection removes the dangers of rupture of the scar 
and risk inherent in another future cesarean section, 
but does not diminish the immediate mortality due 
to the procedure, nor the immediate and remote 
dangers from adhesions. 

Evidence is presented that elective cesarean hys- 
terectomy is simple to perform, causes less blood 
loss, has a smoother convalescence, and shows less 
morbidity than conservative repeat sections with or 
without tubal sterilization; and, in addition, elim- 
inates future dangers from a useless organ, the uterus. 
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This procedure should be given much more con- 
sideration as an elective procedure at repeat sections, 
and should often be performed in the patient over 40 
years of age, in the presence of poor scars, when the 
uterus does not contract perfectly, in the presence of 
marked adhesions, after the third or more classical 
section, and in patients who are subject to severe 
grades of heart disease, kidney disease, or tuberculo- 
sis. Further experience may reveal it to be the proce- 
dure of choice routinely at or after the third section, 
even when it is of the low type. 

Joun R. Wotrr, M.D. 


NEWBORN 


Acken, Henry S., Jr.: Fetal Mortality in Cesarean 
Section. Am. J. Obst., 1947, 53: 927. 


The author reports the results of a survey of the 
fetal deaths associated with cesarean section during 
the last 10 years at the Methodist Hospital, Brook- 
lyn, New York. In 1938 he reported the results of a 
similar survey, which showed a high fetal mortality 
(5.2 per cent). In his latest series of cases, the 
maternal mortality was reduced from 3.18 per cent 
to 0.65 per cent, while the fetal mortality remained 
about the same (4.9 per cent). 

Prematurity is the greatest single cause of fetal 
mortality. It occurs most often in conjunction with 
placenta previa. The policy of delay in the active 
treatment of placenta previa might carry more in- 
fants closer to term, but widespread advocacy of this 
policy would endanger the present low maternal 
mortality. In the event of maternal hemorrhage, the 
mother should have early blood transfusion, and 
pure oxygen should be administered to combat fetal 
anoxia. These procedures should be carried out even 
though there be no apparent need of them by the 
mother. 

If cesarean section is indicated in patients with 
abnormal presentation, operation should be per- 
formed early. Regional anesthesia prevents one 
cause of fetal anoxia and should be widely used in 
cesarean section. Spinal anesthesia produces greater 
relaxation, thereby aiding delivery and lessening 
trauma to the baby. 

In the present series of cases, the fetal mortality 
associated with cesarean section was higher than that 
for vaginal delivery. The author pleads for an in- 
crease in the autopsies on stillbirths and neonatal 
deaths in the interest of accurate aiagnosis. 

Joun R, Wotrr, M D. 
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Rodriguez Velasco, Anibal: Vulvar Postpartum Cho- 
rioepithelioma (Corio-epitelioma vulvar primi- 
tivo post-partum). Bol. Soc. chilena obst. gin., 1946, 
II; 312. 


Chorioepithelioma is without doubt the most 
malignant tumor of the genital tract. The author 
describes 2 cases; the first occurred in a woman who 
had passed the menopause and who had never been 
pregnant, while the second was of a vulvar ectopic 
postpartum type occurring in a 29 year old female 
who had had 3 pregnancies. The last terminated at 
full term with a normal delivery and no placental 
changes. One month post partum the patient had a 
severe vaginal hemorrhage from an eroded nodule 
beneath and to the left of the urinary meatus. Two 
months later she had a violent vaginal hemorrhage 
from an eroded zone in the left hemivulva, which 
looked like a black ulcerated tumor mass with multi- 
ple violet colored masses, some hard and, others soft 
and easily enucleated. The Freedman test was 
strongly positive and the roentgenogram of the chest 
showed multiple metastases to the lungs. Biopsy of 
the vaginal lesion revealed a metastasis of a chorion- 
epithelioma. The author attempted surgical removal 
of the tumor. Autopsy revealed metastasis to the 
brain, lungs, liver, spleen, and vagina. 

The advantages of biopsies and biological titra- 
tions for diagnosis are stressed, and the author favors 
extensive abdominal surgery even though metastases 
have spread. He advises deep x-ray therapy for the 
metastases. ARTHUR F. CrpoLtia, M.D. 


MISCELLANEOUS 


Girardi, V.: Influence of the Vitamin B Complex 
on Lactation (Influenza del complesso vitaminico 
B sulla secrezione lattea della donna). Riv. ostet. 
gin., 1946, 1: 146. 

Thirty-two women in the puerperium were divided 
into four groups and treated respectively with (1) 
total vitamin B complex, (2) vitamin B and nicotina- 
mide, (3) vitamin B in massive doses, and (4) vita- 
mins B, and Bs. The subjects were given similar 
diets, and examination of the milk was done under 
standard conditions. 

On the basis of the volume and the fat content, it 
was concluded that the administration of vitamin B 
complex, particularly B, and Bo, exercised a favor- 
able effect upon lactation. 

Chemical and physiological bases for these findings 
are discussed. EpitH B. FARNswortn, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Abeshouse, Benjamin S.: Crossed Ectopia with 
Fusion. Review of the Literature and a Report 
of 4 Cases. Am. J. Surg., 1947, 73: 658. 


The distinguishing feature of crossed ectopia 
with fusion is the congenital transposition of one kid- 
ney to the opposite side with fusion of the other 
kidney to the other side. The author has collected 
47 new cases of crossed ectopia with fusion and has 
added 4 personal cases which brings the total of re- 
ported cases to 337. This anomaly is encountered 
about once in every 7,500 autopsies. 

There are 6 anatomical varieties of this anomaly 
which are presented in the order of relative frequency: 
(1) unilateral fused kidney with the ectopic kidney 
in an inferior position, (2) sigmoid kidney, (3) “*L”’ 
kidney, (4) disc kidney, (5) lump kidney, and (6) uni- 
lateral fused kidney with the ectop’s kidney in a su- 
perior position. The anomaly has been found at vari- 
ous levels from the lower thoracic vertebrae to a pos- 
ition deep in the true pelvis. The age and sex of the 
patient with this anomaly apparently have little 
significance from an embryological or clinical stand- 
point. In the 337 cases reviewed, the sex ratio was 
4 males to 3 females. The majority of the cases oc- 
curred in individuals under the age of 50 years, par- 
ticularly in the third, fourth, and fifth decades of 
life. There is no syndrome typical of this anomaly. 
The outstanding symptoms are pain and a palpable 
mass which are frequently accompanied by various 
urinary symptoms or abnormal urinary findings. 

The diagnosis was made at autopsy in 120 cases, 
particularly in the early reports and in children dying 
of various diseases. An accurate clinical diagnosis 
was made by urographic methods in 134 cases and at 
operation in 37 cases. The most important diagnostic 
method is retrograde pyelography. Intravenous 
pyelography was employed in 15 cases and yielded 
positive information in 5 cases. Failure to make an 
accurate preoperative diagnosis may lead to dire re- 
sults. 

This anomaly is accompanied by various renal dis- 
eases, particularly infection and dilatation of the 
pelvis. The crossed ectopic kidney is more susceptible 
to these pathological lesions than the noncrossed 
kidney. The surgical treatment may be conservative 
or radical and is governed by the nature of the path- 
ological lesion, the extent of fusion deformity, and 
the condition of the patient. In pregnancy, dystocia is 
more likely to occur when the fusion anomaly is lo- 
cated at or below the promontory of the sacrum; 
normal labor is to be expected when the anomaly lies 
above this level. Conservative or palliative surgery 
can be undertaken in this anomaly with as little risk 
as in cases witha normally formed kidney. Symphy- 
siotomy combined with nephropexy may be employed 
with good results in cases presenting no significant 


pathological lesions but accompanied by pain of renal 
origin. Radical operation consists of removal of one 
renal component of the fusion anomaly, i.e., hemine- 
phrectomy. It is a safe surgical procedure which can 
be performed by the well trained genitourinary sur- 
geon with great facility and minimal shock in the ab- 
sence of unusual anatomical or pathological compli- 
cations. JosepH E. Maurer, M.D. 


Bianchi, F.: Intrarenal Lipomas with the Descrip- 
tion of a Case of Lipomyeloblastoma (Sui lipomi 
intrarenali con descrizione di un caso di lipomio- 
blastoma). Arch. ital. urol., 1946, 21: 280. 


Because of the rarity of lipomyeloblastoma and 
the difficulty of differentiating an intrarenal lipoma 
from a retroperitoneal neoplasm, this case is pre- 
sented. 

The patient was a female of 58 years. At 14 years 
of age she had a ptosis of both kidneys. Years later 
she experienced acute and continuous pain in the 
dorsolumbar region, for which a body plaster cast 
was applied for a period of 8 months with no relief. 
From 10 to 15 months before the patient was seen by 
the author she had become aware of a tumor mass in 
the right lumbar region which gradually enlarged. A 
week before she entered the hospital she had experi- 
enced a sharp pain in the right lumbar area. No 
disturbance in urination was present, but a brief 
painless hematuria had occurred many years ago. In 
the past few months she had lost 13 pounds in weight. 
The tumor was hard, irregular, tender on palpation, 
and slightly movable; it deformed the right lumbar 
region. 

Microscopic analysis of the urine showed a few red 
blood cells and many uric acid crystals. 

The azotemia was elevated to 0.66 per cent; how- 
ever, after a diet on milk and vegetables it was lowered 
to 0.35 per cent. 

The flat plate x-ray was negative, but pyelography 
revealed a large kidney with irregular calices, and a 
ureter deviated toward the midline from pressure by 
the tumor 

A diagnosis of renal tumor on the right side was 
made, and the patient underwent surgery. The 
superior pole of the kidney was markedly enlarged 
and adherent to the peritoneum; also, the adipose 
capsule was firmly attached to the renal capsule. 

Gross examination of the specimen showed it to be 
of brown color and weighing 1,460 gm., with the 
enlargement mainly at the superior pole. Its dimen- 
sions were 32 by 21 by 12 cm., and on cross section 
about two-thirds of the mass was yellowish in ap- 
pearance, and lobulated. The consistency was soft 
and somewhat elastic, being not much dissimilar from 
normal adipose tissue. 

Microscopic examination revealed fat cells with 
empty areoles, similar to normal adipose tissue with 
the exception of the areoles of nonuniform dimen- 
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sions. Some cells were rich in cytoplasm with giant 
nuclei, others presented nuclei of different form. The 
richness of the cytoplasm, the size of the nuclei, the 
presence of plurinucleate masses, and especially the 
wide nucleated fibers made the author suspect mye- 
loblastic tissue. 

The patient recovered and was still well after 2 
years. ARTHUR F. Crpotta, M.D. 


Davis, David M.: Ureteral Obstruction: Recent Ad- 
vances in Its Embryology, Nosology, and Sur- 
gery. Brit. J. Urol., 1947, 19: 71. 

It seems only a short time since conservative sur- 
gery for hydronephrosis was regarded by everyone 
with doubt and misgiving. The advance in this field 
has occurred gradually, but unremittingly, and now 
in retrospect the change in the whole picture is spec- 
tacular. It may now be asserted that operations for 
the cure of hydronephrosis are very reliable, and that 
the results are as certainly predictable as in any other 
type of surgery. This fact necessitates drastic 
changes in the concept of the proper program of treat- 
ment in such cases. Nephrectomy in the future must 
be reserved for those cases in which the damage is ex- 
treme and irreparable. 

This very gratifying situation has been brought 
about by the following factors: (1) increased knowl- 
edge of the underlying pathology, (2) better methods 
of diagnosis, particularly intravenous urography, 
which can be employed by every medical practitioner; 
(3) simpler operative methods; (4) increased know- 
ledge of the mechanical factors important in the 
postoperative period—namely, splinting, kidney 
drainage, and the prevention of sanding; (5) the use 
of sulfonamides and penicillin to combat and pre- 
vent infection. Joun A. Loer, M.D. 


Figueroa Alcorta, L., Massolo, O., and Molina, 
Luis R.: Spontaneous Rupture of the Ureter 
(La ruptura espontanea del uréter). Rev. argent. 
urol., 1945, 14: 335- 

Spontaneous rupture of the ureter is a rare affec- 
tion as the work of Surraco presents only 8 cases 
which were observed up to the year 1936. Nearly all 
cases are due to trauma, either external or inter- 
nal, and pyeloureteral lithiasis is the éause of the 
trauma in the majority of the cases. Although the 
papules in the calix are often the site for rupture, 
the narrowings of the ureters are the most common 
sites, and sometimes pyelographic manipulation is an 
etiological factor. 

Two cases of spontaneous rupture are reported; 
both were due to lithiasis. The first patient had 
severe nephritic colic with an elevated temperature. 
Palpation revealed exquisite tenderness on the affec'! +d 
side with a tumor mass similar in character to .n 
infected hydronephrosis or pyonephrosis. X-rays 
showed 3 small shadows within the renal zone, re- 
lated to other calculi. An ascending pyelogram re- 
vealed the sodium iodide diffused in the perirenal 
tissues. A lumbotomy was done, which released a 
frank pyogenic greenish staphylococcic collection. 


Two days later the patient passed a calculus the size 
of an olive seed. Subsequent x-rays revealed no 
remaining calculi. The patient recovered and was 
well 5 years after the initial onset of the condition. 

The second patient had repeated attacks of renal 
colic dating back 15 years, and also had passed gravel 
and a calculus. Fifteen days before entering the 
hospital, he had renal colic with hematuria and high 
fever. However, on admission the preceding symp- 
toms had subsided. X-rays revealed a globular 
shadow with a line of phleboliths in the pelvis. A 
ureteral pyelogram of the right side with the use of a 
sound showed discrete dilatation of the ureter, and a 
ureteral injection permitted diffusion of the contrast 
media to the perinephros. X-rays taken 3 days later 
showed complete elimination of the iodine. A few 
days later another ascending ureteral pyelogram with 
a Chevassi sound was taken and air was seen to 
escape into the perinephritic space. The last x-ray 
showed the ureteral fistula to be closed with no escape 
of iodine. In spite of all the manipulation, the tem- 
perature did not rise and the patient was dis- 
charged 5 days after admission. 

In both cases the process was revealed by pyelo- 
graphic studies. In the infectious suppurative peri- 
ureterorenal process the authors performed a lum- 
botomy, while in the second case the excellent 
condition of the patient led to expectant treatment. 

ARTHUR F. Crpoiia, M.D. 


Burns, Edgar, Kittredge, W. E., and Hyman, Jack: 
Bilateral Cutaneous Ureterostomy 18 Years 
After Ureterosigmoidostomy for Exstrophy of 
the Bladder. Ann. Surg., 1947, 125: 788. 


The present tendency in the treatment of exstrophy 
of the bladder is to perform ureterosigmoidostomy 
early, preferably during the first 6 months of life, 
before the bacteriological flora of the bowel become 
too varied and pathologic. The age at which the 
operation is performed does not, of course, eliminate 
such mechanical factors as angulation and stricture 
formation at the site of anastomosis, factors which 
most likely account for the majority of complications 
encountered in these cases. The authors have re 
viewed the literature, combining the reports of 13 
authors and collecting 41 cases of ureterointestinal 
anastomosis in which the patients were alive from 6 
to 44 years after operation. Thirty-eight per cent 
were reported as well, while in the remaining 62 per 
cent the following conditions were encountered: 
hydronephrosis, loss of function of one kidney, renal 
calculi, calculous pyonephrosis requiring nephrec- 
tomy, and infected hydronephrosis requiring nephros- 
tomy. 

The authors suggest that the life expectancy of 
certain of these patients may be increased by uretero- 
cutaneous anastomosis. They present the case of a 
30 year old white male who had undergone bilateral 
ureterosigmoidostomy at the age of 12 years. Ex- 
amination revealed bilateral hydronephrosis and 
unilateral renal calculus; the patient had evidence of 
a renal infection which could not be controlled by 
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urinary antiseptics. Bilateral cutaneous ureterostomy 
was performed by the authors at the Ochsner Clinic, 
New Orleans, Louisiana, and the patient made a re- 
markable recovery, gaining in weight and health. 
The renal function was much improved. 

The authors emphasize the following principles in 
cutaneous ureterostomy: (1) freeing the ureter from 
its bed without stripping, in order to avoid injury to 
its blood supply; (2) allowing the ureter to project 4 
or 5 cm. beyond the skin margin without angulation 
or tension; (3) closing the wound lightly around the 
stump without placing sutures in the ureteral wall; 
and (4) using a loosely fitting catheter during the im- 
mediate postoperative period. 

JoserH E. Maurer, M.D. 


BLADDER, URETHRA, AND PENIS 


Cifuentes, L.: Vaginal Epithelium in Female Tri- 
gone. J. Urol., Balt., 1947, 57: 1028. 


The author describes a variation of the trigonal 
mucosa at its extremity near the vesical neck. These 
areas are variable in size, their color ranging from 
white to whitish gray. This abnormality is most 
often limiied to the midline but may extend over the 
anterior two-thirds of the trigone. The posterior 
margin is always clear cut and irregular. The author 
believes that this occurs in over half of the adult 
women, but that it is less common in elderly women; 
however, a precise statistical study is being under- 
taken to determine the incidence in various age 
groups. 

In 20 instances biopsies were taken. The cellular 
morphology was different in these areas as compared 
to a normal bladder since the cells were larger, and 
the epithelial thickness greater. The epithelial pic- 
ture simulates that of vaginal epithelium, with an 
appreciable glycogen content, epithelium not com- 
pletely keratinized on the surface, well formed papillae, 
and often intraepithelial cornification. 

The distinct difference between atypical areas of 
flat stratified epithelium and trigonitis is empha- 
sized. Trigonitis is strictly an inflammatory process. 
The epithelial abnormality is asymptomatic without 
abnormal urine findings while trigonitis is sympto- 
matic with a cellular picture in the urine of inflam- 
mation. The removal of septic foci (tonsillectomy) 
will often prove spectacular in the disappearance of a 
true exudative trigonitis. Rosert Licn, Jr., M.D. 


Jewett, Hugh J.: Carcinoma of the Bladder. J. Am. 
M. Ass., 1947, 134: 496. 

Pre-existing metastases, pre-existing extravesical 
extension, intercurrent complications, and incomplete 
destruction or extirpation of the primary neoplasm 
are responsible for the current low survival rate in 
patients with infiltrating carcinoma of the urinary 
bladder. The existence of metastasis or extravesical 
extension of the growth means an advanced stage of 
the neoplasm which is incurable by any of the known 
methods of therapy. Low curability is generally 
caused by (1) late diagnosis (50 per cent of patients 


have symptoms longer than one year while 30 per 
cent of patients have symptoms for from 2 weeks to 
6 months), and (2) inefficiency of treatment which 
allows a tumor without extravesical spread to persist 
in the wall of the bladder until it has extended extra- 
vesically or metastasized. It is hoped that late diag- 
nosis will be avoided by education of the laity and 
members of the medical profession. Inefficiency of 
treatment will be recognized earlier and oftener when 
the importance of an accurate appraisal of the entire 
pathologic picture is more fully appreciated. 

Pathologically, the tumors fall into 3 major cate- 
gories: papillary, epidermoid, and undifferentiated 
carcinoma (the poorly differentiated varieties in the 
papillary and epidermoid groups should be recorded). 
It should be borne in mind that a section showing a 
well differentiated carcinoma in one area may show 
undifferentiated cells in another area of the same 
tumor. The cellular appearance alone of an infiltrat- 
ing carcinoma indicates neither the presence nor the 
absence of metastasis. However, when the neoplasm 
is deeply infiltrating, the poorly differentiated papil- 
lary carcinomas metastasize in nearly 50 per cent of 
the cases, the poorly differentiated epidermoid carci- 
nomas in at least three-fourths, and the undifferenti- 
ated carcinomas in practically all the cases. 

Cystoscopy, biopsy, and bimanual palpation are 
important specific diagnostic procedures. A properly 
taken biopsy specimen is a good sized piece of tissue 
that includes some muscularis, removed preferably 
with a cold rongeur. In pedunculated tumors the 
piece should be taken immediately beneath the base 
of the pedicle. The inclusion of some muscularis es- 
tablishes the presence or absence of infiltration as well 
as the diagnosis of the growth. Biopsy alone does not 
furnish a clue to the prognosis because the removed 
piece of tissue is a small part of the whole neoplasm. 

Bimanual palpation will detect the stony, hard in- 
duration encountered in over 80 per cent of cases of 
deeply infiltrating tumors. This examination will 
segregate this group of tumors from the superficially 
infiltrating tumors which practically never cause 
stony induration. 

Deeply infiltrating tumors are associated with a 
high incidence of metastasis. Where these tumors are 
poorly differentiated, they probably have metasta- 
sized in nearly all cases. In superficially infiltrating 
tumors the incidence of metastasis is low except 
perhaps in the case of undifferentiated carcinomas. 

In the absence of metastasis and extravesical ex- 
tension, a good prognosis will depend on complete de- 
struction or extirpation of the neoplasm and adequate 
treatment of any future recurrence. 

Rosert TurRELL, M.D. 


Marshall, Victor F.: Cancer of the Bladder. J. Am. 
M. Ass., 1947, 134: 501. 


The author compares the results obtained from ra- 
diation therapy with those of surgery for cancer of 
the urinary bladder. After a fairly extensive trial, the 
results of radiation therapy with the armamentarium 
now available have been found to be generally poor; 
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however, it is believed that this method of treatment 
should not be discarded, because of the cure obtained 
in the occasional case and the palliation it affords, 
especially in the late metastasis. On the other hand, 
surgical methods (mainly resection of the bladder with 
or without ureteral reimplantation or total excision 
of the bladder with diversion of the urinary stream, 
transplantation of the ureters to the skin, or uretero- 
intestinal anastomosis) will result, at the least, in a 
small increase of 5 year successful results, a moderate 
improvement in average survival, and a really sig- 
nificant amount of palliation as compared with the 
results obtained by radiation methods. 

In some cases it is advantageous to use both forms 
of therapy, particularly after the obvious failure of 
one. ROBERT TURELL, M.D. 


Lewis, L. G.: Repair of Rectourethral Fistulas. J. 
Urol., Balt., 1947, 57: 1173. 


Lewis employed the Whitehead principle of ad- 
vancement of the rectum in the successful repair of 
13 patients with rectourethral fistula following wound- 
ing by combat missiles. The communications were 
between the membranous or prostatic urethra and 
the rectum in all cases. In 5 patients multiple com- 
municating fistulas were present. In all but 1 case, 
suprapubic cystostomy and abdominal colostomy had 
been performed shortly after injury. 

The patient is placed on the operating table in an 
exaggerated lithotomy or perineal position; spinal 
anesthesia is employed. For repair of a simple fistula 
with an intact anal sphincter, an annular incision is 
made around the anus at the mucocutaneous juncture 
and the entire operative procedure is carried out 
through the dilated anal sphincter. When the anus 
is ablated, the scar is completely excised and a plastic 
closure is made. The anal mucosa is carefully dis- 
sected from the external anal sphincter, the entire 
rectum is freed laterally, posteriorly, and anteriorly, 
and the fistulous tract is divided until the rectum can 
be brought down without tension to bring the rectal 
fistulous opening outside of the anal margin. The 
middle hemorrhoidal vessels must be divided and 
ligated. It was found necessary in all instances to free 
the rectum beyond the prostate to the base of the 
bladder. Then the urethral fistula is excised widely. 

Several No. 1 mattress sutures of No. 1 chromic 
catgut are used to close the urethral defect. Except 
in cases of urethra’ stenosis (in which the scar sur- 
rounding the urethra is excised) no retention catheter 
is used. Most important, 6 stay sutures between the 
rectal wall and the perineal walls, 1 inch above the 
anal sphincter, must be inserted. 

A Penrose drain is brought out posteriorly to the 
new anal margin or through a posterior stab wound. 
The rectum excess is excised and the anal mucosa is 
sutured to the marginal skin with interrupted silk. 
The levator ani muscles are sutured together in the 
midline anterior to the rectum when possible, but no 
attempt to interpose perineal tissue between the 
urethra and rectum is made otherwise. 

Davip ROSENBLOOM, M.D. 


Burnier, E.M.P.: Cancer of the Penis (Cancer do 
penis). Kev. brasil. cir., 1946, 15: 513}; 1947, 16: 43, 80. 

Of 3,500 patients with cancer treated at the 
National Cancer Dispensary, 73, or 2 per cent, had a 
malignant tumor of the penis. If only operable cases 
are considered, the percentage rises to 5.5 per cent. 
Contrary to the statement that cancer is a disease of 
old age, cancer of the penis usually occurs in middle 
age, at the height of sexual activity. Fifty-three and 
four-tenths per cent of the author’s material were 
men under 50 years of age. 

Venereal diseases, trauma, erythroplasia (corres- 
ponding to leucoplasia of the oral cavity), and con- 
genital phimosis have been mentioned in the litera- 
ture as causative factors. Repeated cauterization of 
papillomas may, according to some authors, be 
responsible for a malignant degeneration of a benign 
lesion. In 30 of the 73 cases there was congenital 
phimosis, and in 13 a long prepuce; in 6 both con- 
genital phimosis and trauma were recorded, in 10 
phimosis and papilloma were present, in 2 the history 
mentioned trauma, and in 12 no predisposing factor 
could be established. In regard to the location, 
cancers of the penis may be divided into two groups: 
(1) superficial, originating from the skin or mucosa of 
the glans or the prepuce, and (2) deep, developing in 
the corpus cavernosum of the penis or corpus spongi- 
osum of the urethra. As a rule, cancer of the corpus 
cavernosum is secondary to superficial cancer. In 
the author’s material, the cancers were found most 
frequently in the glans, the prepuce, and the balano- 
prepucial sulcus, in the order given. 

From the clinical point of view the following three 
forms may be distinguished: (1) the papillary hyper- 
trophic form which is most frequently observed, (2) 
epithelial ulcer, or the cirrhotic form, and (3) simple 
infiltration of the glans. 

Histologically, four types of cancer mav be dis- 
tinguished: (1) spinocellular, which is quite radio- 
resistant, (2) basocellular, (3) mixed, and (4) transi- 
tional. The first type rapidly invades the regional 
glands and destroys the organ. The second type 
corresponds to the clinical ulcerative or infiltrating 
form, rarely produces lymphadenopathy, and shows 
a slow evolution. While the first type is encountered 
in 80 per cent of all cases, the basocellular form is 
present only in from o.5 to 1.0 per cent of all cases of 
cancer of the penis. The transitional type of cancer 
originates from the mucous membranes and, as a 
rule, is radiosensitive. 

Sarcomas and endotheliomas of the penis are very 
rare. Only 1 sarcoma was encountered by the author 
in this group of 73 cases. 

Biopsy should be done in each instance to avoid 
diagnostic errors. Serologic reactions are not depend- 
able. A primary syphilitic lesion, balanopostitis, 
ulcus molle, erysipelas of the prepuce, chronic 
cavernitis, elephantiasis of the penis, tuberculosis, 
actinomycosis, syphilitic gamma, papilloma, granu- 
loma venereum, and erythroplasia must be considered 
in the differential diagnosis. 
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If the lesion is confined to the glans or the prepuce, 
no palpable glands are present, and the histologic 
examination establishes the diagnosis of a basocellu- 
lar lesion, electrocoagulation or radiotherapy may be 
sufficient. If the process invades the corpora cavern- 
osa, partial or total amputation of the penis is 
indicated. If the scrotum is involved, it may be 
necessary to remove it and to implant the urethra in 
the perineal region. If glands are involved, they 
should be removed through an inguinocrural incision. 

If the testes and epididymis are affected, emascu- 
lation may be required. Hormonal therapy may be 
tried postoperatively. If the glands are not palpable 
at operation, the author prefers postoperative x-ray 
treatment to surgical removal. If the involvement is 
considerable, electrothermic extirpation should be 
followed by postoperative irradiation. If craterlike 
ulcerations adherent to the subjacent tissues are 
present in the region of the lymph glands, no x-ray 
therapy is employed because this histologic type is 
usually radioresistant and because the absorption of 
toxic products may aggravate the condition. 

If the lesion is very small, well circumscribed, and 
free of infection, radium treatment is indicated. 
Superficial x-ray therapy from a short distance also 
gave excellent results in selected cases in which the 
lesion was small and mutilation by an operative 
procedure had to be avoided. X-ray therapy is also 
being used by the author for prophylactic purposes 
after electrocoagulation or extirpation of the tumor 
with an electric knife. Electrosurgery is always 
employed by the author in place of a scalpel for 
dissection of the tumor. Josepn K. Narat, M.D. 


GENITAL ORGANS 


Seaman, J. A., Connelly, A. J.,and Egnatz, N.: Can- 
cer of the Prostate. J. Urol., Balt., 1947, 57: 1158. 


The authors studied 100 cases of cancer of the 
prostate, in which 64 of the patients died and 36 re- 
mained alive for from 1 to 5 years after first being 
seen. Eight were subjected to castration alone, 26 
were given estrogen alone, and 64 had a combination 
of estrogen and castration. 

Most of the patients gained in weight, became 
more responsive, and had a decrease in anemia and 
an improvement in appetite. The pain was relieved, 
the difficulty in voiding decreased, and the size of the 
prostate diminished remarkably in many instances. 
Usually it took 2 months for the improvement to be 
appreciable. Some of the patients received diethyl- 
stilbestrol, 3 mgm. 3 times daily for a week and then 
the dose was reduced to 1 mgm. 3 times daily; others 
received 1 mgm. 3 times a day indefinitely. 

The authors re-emphasize the importance of rou- 
tine rectal examinations on every male patient over 
45 years of age. Additional diagnostic measures are 
transurethral biopsies, roentgenograms of the bones, 
serum acid phosphatase studies, determination of the 
sedimentation rate, and the Papanicolaou fixed 
smear technique of prostatic secretion. Sciatica in a 
man over 45 should be suspected as being caused by 


prostatic cancer. When the diagnosis is made, com- 
plete urological examination should be done and an 
internist should study the pulmonary, cardiovascular, 
and gastrointestinal systems. At present, the treat- 
ment of choice is castration plus estrogen. The prob- 
lem is one of pluriglandular nature which is not yet 
well understood. Davip RosENBLOoM, M.D. 


Goldstein, A. E.: Extraurethral and Extravesical 
Perineal Prostatectomy. J. Urol., Balt., 1947, 
57: 1145. 

Goldstein offers a modification of Young’s perineal 
prostatectomy in which the adenoma is removed 
extraurethrally and extravesically without opening of 
the urethra except for the urethrotomy incision for 
the tractor. The dissection is made between both 
urinary sphincters. A retained urethral catheter is 
employed and a pack for oozing, and not for urinary 
drainage, is introduced. Where large median lobes 
are observed cystoscopically, the operation is not 
attempted. The author employed the operation in 36 
selected cases, and a definite decrease in mortality 
and morbidity rate was obtained. 

For the most part the operation is the conventional 
perineal prostatectomy with some changes. An in- 
cision about 0.5 cm. in length is made in the upper 
portion of the prostatic urethra after its preliminary 
exposure by the conventional perineal technique. A 
straight Young or Lowsley tractor is inserted, the 
blades are opened, and the prostate is drawn forward. 
Beginning at the upper border of the prostate on 
each side, a longitudinal incision about 2 cm. in 
length is made in the prostatic capsule alongside of 
the urethra. The width between the two incisions is 
approximately 1.5 cm. The capsule is now separated 
from the adenoma with a blunt dissector and the 
index finger. Anteriorly, the prostatic adenoma is 
separated from the anterior commissure by gently 
cutting the tissue between the adenoma and the an- 
terior commissure to the bladder with a straight 
scissors. This also separates any anterior lobe hyper- 
trophy that may be present. Now with the index 
finger behind the prostatic lobe, the instrument in the 
urethra is palpated. At this point a careful deliberate 
attempt is made to dissect the adenoma from the 
urethral wall. With scissors or a scalpel, the adenoma 
which is attached to the urethral wall on each side is 
incised, and the lobe is gently and gradually separated 
medially from the urethra. This should be done 
carefully without tearing or pulling. Each lobe can 
now be delivered from the cavity. More care is taken 
in carrying out this procedure than in the conven- 
tional perineal prostatectomy. In separating the 
adenoma from the urethral wall a small opening may 
be made accidentally. Should this occur, no attempt 
is made to close it. Each lobe is removed separately. 

At the completion of the removal, the prostatic 
cavity is examined, particularly along the urethral 
wall. The wall is very thin. Small tags of prostate 
tissue clinging to the wall may be removed by sharp 
dissection. If a median lobe is present it can be re- 
moved with one of the laterals or a dissection is 
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made between the capsule and the urethra. The 
tractor is removed, the internal sphincter is dilated 
if necessary, and a soft rubber 22 F. catheter is intro- 
duced. One No. 1 chromic catgut suture closes the 
urethrotomy incision and the prostatic cavity on 
each side is closed similarly. For oozing, a pack of 
gauze of oxycellulose is inserted. 

Healing should be hastened because of the preser- 
vation of the urethra. In most instances the patient 
was allowed out of bed between the third and sixth 
postoperative day. Careful adjustment of the re- 
tained catheter played a very important part in the 
healing of the wound per primam as well as the 
amount of postoperative perineal urinary drainage. 
The catheter was kept in from to to 12 days. In 
60 per cent of the cases the wounds were closed with- 
in 10 days and in 77 per cent they were closed within 
17 days. 

The average postoperative hospital stay was 22.6 
days. In 5 cases there was an average incontinence 
of 14 days. The mortality was 2.8 per cent (1 death 
in 36 cases). Davip RosEnBLoom, M.D. 


Souttar, H. S.: On Complete Removal of the Pros- 
tate. Brit. M.J., 1947, 1: 917. 


The author discusses a method of completely re- 
moving the prostate, the operative approach being 
retropubic. The method was evolved quite by acci- 
dent when he found, in doing a retropubic prostatec- 
tomy, that the prostate had separated from the tri- 
angular ligament. He was able to visualize the 
prostatic urethra which, much to his surprise, 
measured about 4 cm. The urethra was then cut 
close to the prostate and the prostate was cut from 
the bladder neck after the seminal vesicles had been 
divided. The bladder neck was sutured to the pro- 
static urethra and the bladder was further attached 
to the triangular ligament. 

The operation which the author is now employing 
and which is fundamentally that described with some 
technical additions is discussed in detail. The article 
is diagrammatically illustrated, which aids consid- 
erably in the clarification of the approach and the 
anatomical structures encountered in the retropubic 
space. Rosert Licu, Jr., M.D. 


McLaughlin, W. L., Holyoke, J. B., and Bowler, 
J. P.: Oliguria following Transurethral Prostat- 
ic Resection. J. Urol., Balt., 1947, 58: 47. 


The oliguria syndrome usually occurs in the so- 
called ‘‘good risk” patient, who has neither serious 
cardiovascular nor renal disease. The individuals 
who develop the type of postresection oliguria under 
discussion in this article appear to fall into two main 
groups. The first group includes the patients whose 
resection has been characterized by excessive bleed- 
ing and in whoma prolonged attempt has been made 
to control the bleeding by fulguration. Such uncon- 
trolled bleeding is nearly always venous in origin 
and results from cutting through a large venous sinus 
in the prostatic capsule. Extensive fulguration may 
tend to increase the bleeding by enlarging the open- 
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ingin the sinus. The second group includes the patients 
in whom an actual perforation of the vesical neck, 
prostatic urethra, or bladder wall has taken place. 

Oliguria, or even anuria, may be present from the 
time of resection. In many patients, however, the 
decline in urinary output begins during the second 
and third 24 hour periods following resection. Sub- 
jectively, the patient may feel entirely well, but usu- 
ally he complains of anorexia and nausea. Fre- 
quently there is hiccoughing and vomiting. Mild 
jaundice occasionally develops. The scanty urinary 
drainage is often dark brown or black. Once a state 
of oliguria or anuria has become established, nitro- 
genous wastes in the blood accumulate. Very oc- 
casionally a patient who has bled excessively or who 
has had a perforation will become uremic without 
showing a decrease in urinary output. The extreme 
dilution of the urine in these cases is further evidence 
of the severity of the renal damage. 

Oliguria following resection is not an irreversible 
state. An occasional patient may have only a brief 
period of decreased urinary output and then go on to 
complete recovery. It is also true that many pa- 
tients with excessive bleeding and perforation do not 
develop oliguria and uremia. A small percentage of 
the patients who have perforation go into shock and 
die within 48 hours. Unfortunately, we have no 
figures on the incidence of these aspects of the prob- 
lem. Joun A. Lorr, M.D. 


Murray, Oscar B.; and Ewert, Earl E.: Malignant 
Disease in the Undescended Testis. Surg. Clin. 
N. America, 1947, 27: 700. 

In reviewing the literature it was definitely estab- 
lished that the incidence of malignant disease of the 
testes is markedly accelerated in testes that are un- 
descended. In one series of 694 cases of undescended 
testes, 11 per cent were malignant. Cancer of the 
testes in over 11 per cent of the recorded cases indi- 
cates a correlation 48 times greater than expected by 
chance association. In patients with cancer of one 
testis and unilateral cryptorchidism, 97.5 per cent of 
the tumors were in the ectopic testis. In bilateral 
cryptorchidism with unilateral testicular cancer, a 
tumor of the second testis developed in 24 per cent, 
whereas when both testes were in the scrotum a 
second testicular tumor developed in but 0.7 per cent 
of the cases. Thus, the frequency of bilateral involve- 
ment of the ectopic testis is 32 times that of the scro 
tal testis. 

In view ofthese facts, the authors believe that the 
ectopic testes must be regarded as potentially malig- 
nant tumors, and that if the unilateral ectopic testis 
cannot be replaced in the scrotum it should be re- 
moved. 

During the last 5 years at the Lahey Clinic, Boston, 
Massachusetts, there have been 50 cases of ectopic 
testes. During this same period 14 patients were seen 
with testicular tumor, and in 4 of these 14, the tumor 
was in the undescended testis, an incidence of over 28 
per cent. An average period of 15 months elapsed 
from the time the patient first noticed the swelling 
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until he presented himself for treatment. The age 
group was from 20 to 50 years. The Aschheim-Zon- 


dek test is helpful only when positive. Diagnosis is. 


based on a painless swelling of the scrotum. 
Josern E. Maurer, M.D. 


MISCELLANEOUS 


Prien, E. L., and Frondel, C.: Composition of 
Urinary Calculi. J. Urol., Balt., 1947, 57: 949. 


The authors, realizing the similarity between 
urinary calculi and minerals, have applied techniques 
of mineralogy to the identification of crystalline 
components to supplant chemical analysis which is 
well known to be inadequate. The use of the polar- 
izing (petrographic) microscope and x-ray diffraction 
techniques as applied to urinary calculus identifica- 
tion are described in considerable detail with a brief 
historical résumé. 

Approximately 700 calculi were studied, only 4 of 
which could not be identified by optical methods. 
This was probably due to intimately mixed foreign 
matter so that no other method of accurate analysis 
could be used but roentgenography. The great ad- 
vantage of this method (x-ray diffraction) is that it 
affords an accurate method of analyzing calculi, ir- 
respective of size, contamination with organic mat- 
ter, and complexity of phosphates. 

Fundamentally, the optical method is based on the 
transmission of polarized light through transparent 
grains, the light changes then being measured and 
becoming constants of this particular substance. The 
x-ray method is one of recording the diffraction of 
monochromatic x-rays photographically, but this 
method is clinically impractical because of its ex- 
pense and consummation of time. 

The authors present detailed tables of optical con- 
stants with the appearance and association of the 
various substances in urinary calculi. In regard to 
the x-ray diffraction method there are presented de- 
terminative tables and x-ray diffraction photographs 
showing x-ray spacing. The article is extremely well 
illustrated, presenting a very complex subject with 
unusual clarity. An analysis of the calculi studied is 
presented and their incidence computed in this series. 
It was found, furthermore, that supposed constitu- 
ents of urinary calculi as reported in chemical 
analysis were nonexistent. 

Rosert Licu, Jr., M.D. 


Suby, H. I., and Suby, R. M.: Experimental Pro- 
duction of Renal Calculi. J. Urol., Balt., 1947, 
57: 995: 

Using rabbits as test animals, the authors carried 
out several experiments to note the effect of the intra- 
venous injection of urea splitting organisms on the 
urine pH of rabbits with normal and with hydro- 
nephrotic kidneys, and to obtain a favorable method 
of producing pyelonephritis and renal calculi in 
animals to simulate this disease in man. 

Organisms recovered from the urine of patients 
suffering from calcium phosphate urinary calculi 


were injected intravenously in rabbits in which an 
artificial hydronephrosis had been induced. The 
technique of producing this is described. Following 
the operative procedure the pH of the rabbits’ urine 
was observed for a control period of from 2 to 7 days 
and was found to average from 5.5 to 6.5 as measured 
by nitrazine paper. The animals were then given an 
intravenous injection of 0.25 c.c. of a saline suspension 
of 18 hours’ growth of bacteria grown from the urine 
of a patient with calcium phosphate kidney stones. 
Immediately following the injection of urea splitting 
organisms the urine became strongly alkaline. These 
urinalysis and pH determinations were followed 
closely and roentgenograms were taken at weekly 
intervals. Animals injected with bacteria which did 
not split urea developed a urinary infection but the 
urine continued to be acid. Rabbits which had nor- 
mal urinary tracts when injected with urea splitting 
organisms voided a markedly alkaline urine for from 
12 to 24 hours but the urine then again became 
normal and acid. 

Hydronephrosis was induced in approximately 60 
rabbits and various degrees of stone formation were 
obtained. The authors conclude from these experi- 
ments that certain bacteria after entering the urinary 
tract possess the power to split urea, form ammonia, 
and alkalinize the urine; this has been a common 
clinical observation. A similar pathological sequence 
was produced experimentally in rabbits. It was 
noted that in rabbits with normal urinary tracts, 
alkalinization following infection is usually a transient 
phenomenon without resulting calculus formation. 
In rabbits with artificial hydronephrosis, however, 
infection with urea splitting organisms has produced 
kidney stones. Rosert O. BeapLes, M.D. 


Prather, G. C.: Urinary Calculi in Spinal Cord In- 
juries. J. Urol., Balt., 1947, 57: 1097. 


The author reports on a group of more than 60 
patients with spinal cord injuries. Despite efforts to 
prevent them, calculi frequently were produced. 
Intravenous urograms were taken soon after admis- 
sion and repeated at from 6 to 8 week intervals or 
more often if a febrile episode arose. Over a period 
averaging 15 months from the time of injury the 
author found an incidence of 31.5 per cent of renal 
calculi in patients with complete transection of the 
spinal cord, and an incidence of 20 per cent in those 
with partial transection. The higher incidence in 
those with complete transection is probably explained 
by the longer period of bed rest. 

Confinement in bed and immobility resulting in 
stasis and hypercalcinuria may be factors in the for- 
mation of calculi, yet routine urograms in bedfast pa- 
tients with bladder drainage for months showed no 
dilatation of the kidney pelves or ureters. When 
automatic voiding was established there still was no 
upper urinary dilatation. The authors’ observation 
in this group indicates that calculus formation is not 
due to anatomical change in the kidneys either during 
a period of prolonged bladder drainage or after some 
type of bladder function is re-established. 
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Formation of calculi occurred irrespective of supra- 
pubic or urethral catheter drainage and irrespective 
of tidal or manual irrigation, and during the use of 
solution M as the sole irrigating solution. Stones 
that were formed were managed as the status of each 
patient indicated, and the results of surgery even in 
poor risk cases justifies an optimistic view. 

RoBert O. BEeapLes, M.D. 


DeVries, J. K., and Buchanan, R. W.: Absorbable 
Gauze in Urologic Surgery. J. Urol., Balt., 1947, 
57: 816. 

Oxidized gauze (a cellulose which has been oxidized 
with nitrogen dioxide), when imbedded in body tis- 
sues, is completely absorbable in variable periods of 
time, depending on the amount of gauze used, the 
amount of bleeding present, and the tissue in which 
it is imbedded. Photomicrographs are presented to 
show the gradual absorption of the gauze from exper- 
imental wounds in dog kidneys until at 4% weeks no 
gauze is discernible. Fifteen weeks after packing, 
only a narrow wedge of fibrous tissue remains where 
the packing was placed. The material is evidently 
dissolved, absorbed, and eliminated through the kid- 
ney, or is taken up in solution by phagocytes. 

The gauze was first tried as a carrier for thrombin, 
but because it is quite acid it tended to inactivate the 
thrombin. When the gauze is placed in contact with 
a bleeding surface it turns brown, then black, be- 
comes sticky, and stops the bleeding. This is due to 
a reaction between the gauze and hemoglobin, for 
which it has a direct affinity. Oxidized gauze will not 
withstand autoclave sterilization. The product is 
sterilized with formaldehyde. 

The authors report their experiences with the use 
of oxidized cellulose in 8 operations on the kidneys, 
48 prostatectomies, and in 2 operations for bladder 
tumor. 

In all instances, operative wounds of the kidney 
were packed with the gauze, and the wounds were 
closed with mattress sutures, leaving the gauze in 
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situ. Its use was successful in controlling the bleed 
ing in all 8 cases. 

The technique used in suprapubic prostatectomy 
follows the standard operative approach. After 
enucleation of the gland a 60 c.c. Foley bag is passed 
through the urethra into the bladder. A square of 
oxidized gauze, roughly 14 cm. square, is prepared 4 
to 6 ply in thickness, and is secured over the bag by 
ties placed distally and proximal to the bag. The bag 
is inflated with 5 c.c. of fluid and drawn down until it 
fits snugly in the prostatic bed, then is inflated so 
that even pressure is exerted in the bed. The wound 
is closed with a silver wire suture extending through 
the abdominal wall and bladder, and secured on one 
side with a Davey button; on the opposite side it is 
not secured. The bladder is then closed about a 
double suction suprapubic tube and the wound is 
closed in layers. Pressure is released from the bag in 
12 hours, and urethral drainage established. The 
suprapubic tube is removed in 3 to 5 days, at which 
time the wound edges which had not been secured at 
the time of operation are brought tightly together 
and secured with a Davey button. The patient re- 
mains practically dry until the time of voiding, which 
varies from the seventh to the fourteenth day. 

It is the authors’ impression that there is less bleed- 
ing with this method than with any method they have 
previously employed, and it is also unnecessary to 
disturb the wound by the removal of packing. There 
is usually a dark red or brownish discharge from the 
catheter, which represents disintegration of excess 
oxidized gauze. In one instance, cystoscopy on the 
sixth postoperative day showed a clean granulating 
wound in the prostatic bed with no evidence of gauze 
adhering to the wound. It is suggested that irriga- 
tion with 5 per cent sodium bicarbonate solution be 
instituted on the third postoperative day, to dissolve 
the oxidized gauze. 

There were no cases of secondary hemorrhage and 
no evidence of pyogenic reaction attributable to the 
oxidized gauze. Rosert O. BEADLEsS, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Mondor, H., and Léger, L.: Milkman’s Syndrome 
and Spontaneous Fissures of the Skeleton 
(Syndrome de Milkman et fissurations spontanées 
du squelette). J. chir., Par., 1947, 63: 85. 


Roentgenological examination of bedridden pa- 
tients with a diagnosis of chronic rheumatism or 
hysteria will often reveal multiple symmetrical 
fissures of the bones. These narrow radiolucent lines 
may be seen in the long bones, pelvis, or ribs, but 
there is never any evidence to correlate these x-ray 
findings with trauma. Furthermore, the site of the 
pain has no bearing on the location of the fissures; 
in fact, they are often discovered in bones which ap- 
parently are asymptomatic. Therefore it is neces- 
sary to roentgenograph the entire skeleton in the 
search for these bony lesions. 

Patients localize the pain predominantly in the 
spine, pelvis, and lower extremities. It is initiated 
by any physical effort, i. e., change of position or by 
a brisk walk. There is general weakness and the 
patients very cautiously carry out very simple tasks 
such as lifting a spoon or turning a page. Some 
patients become totally helpless. The gait is insecure 
and often waddling. There are often skeletal de- 
formities, unassociated, however, with the bony 
fissures. Kyphoskoliosis of the spine is most fre- 
quently seen. One patient seemed to have shrunk 
23 cm. in height. 

There were no typical laboratory findings. The 
blood calcium was normal in most patients (elevated 
in 8 patients), and the blood phosphorus varied 
from 16 to 103 mgm. per liter. Cholesterol, blood- 
sugar, the albumin-globulin ratio, acidity of the 
urine, and urine phosphorus excretion did not show 
any significant changes. The serum phosphatase 
was elevated as a rule, the values ranging up to 48 
Bodansky units. The basal metabolic rate was found 
to be elevated in 6 cases (plus 5 to plus 41 per 100). 
The Wassermann reactions were negative except in 
1 patient afflicted with tabes. Surgical exploration 
of the parathyroids was negative (Milkman). 

In view of the negative laboratory and clinical 
findings the condition is often diagnosed as hysteria. 
The roentgenograms later indicate organic changes 
in the skeleton which often are diagnosed as osteo- 
malacia, multiple myeloma, or polyneuritis. 

Milkman’s syndrome has a number of signs in 
common with chronic rheumatism, for example, the 
patient’s age, absence of infection, imperceptible 
yet continuous progression of the disease, limp, 
limitation of motion, and often bilateral symmetrical 
affections of the joints. The following signs help to 
make the diagnosis of Milkman’s disease: general 
ill health and extreme weakness with a lack of clini- 
cal findings, apparent obesity, a peculiar gait, severe 


pain, rapid progression of the disease, and firm con- 
tractures of the abductor muscles of the hip with 
limitation of motion in the hip joints. The femoral 
heads become mis-shaped and the articular space 
thinned, and periarticular calcifications are often 
found. 

The fissure lines in bone are not true fracture 
lines in the sense that they have not been caused by 
an injury, there is no displacement of the fragments, 
and there is no pain on pressure over the area. These 
fissures are the result of local changes associated 
with local decalcification but without interruption 
of the continuity of the bone. The bony fissures 
are surrounded by an area of radiolucency and rep- 
resent “Umbauzonen.” The area of translucency 
is about 2 or 3 mm. wide (‘‘Resorptionsringe” of 
Kienboeck), and is perpendicular to the long axis 
of the bone. The neighboring bony tissues do not 
show any changes except occasionally a slight change 
in the trabecular pattern. The periosteum is ele- 
vated and forms a sleeve around the fissure such as 
is often observed around a fracture site where the 
callus unites two bony fragments. The most im- 
portant characteristic feature of this disease is the 
multiplicity of these fissures (from about 8 to 43 
fissures seen in 1 patient). The symmetry of the 
lesions often is remarkable. Every bone may be 
affected except the skull. In all the patients ex- 
amined by the authors, r1o fissures were seen in the 
pelvis, (of which 62 were seen in the ischiopubic 
bones), 42 in the femur, 40 in the ulna, 21 in the 
scapula, 19 in the ribs and 18 in the fibula. 

Under the influence of ‘mechanical factors,” 
lamellar bone is replaced by reticular bone and the 
fissure appears. It is the authors’ opinion that at 
one given moment a fracture must be present in 
spite of the absence of subjective symptoms. 

Histologic examination of these lesions in the 
femur showed local bony changes resembling osteop- 
sathyrosis, while examination of the lesions in the 
fibula suggested osteomalacia. The cortex and the 
periosteum appeared to be thickened at the site of 
the lesion (Michaelis). In 1 case a complete autopsy 
examination was done (Milkman). Many diffuse 
lesions of the cerebral arteries were found, and hem- 
orrhage in the thalamic region, kidneys, ovaries, 
and suprarenals. Hyaline degeneration of the walls 
of vessels was also observed. 

Roger and Huguet examined a number of roent- 
genograms of patients affected with Milkman’s 
syndrome and concluded that the condition was 
skeletal carcinoma metastasis in spite of the fact 
that the primary tumor could not be localized. The 
differential diagnosis of Milkman’s syndrome often 
offers a great deal of difficulty. Syphilis of the bone 
often causes fissures in the bones (Bale, Alexander). 
Observations similar to those referred to Milkman’s 
disease were made by Kienboeck in osteogenesis 
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imperfecta and by Merle d’Aubigny in intrauterine 
fractures. Similar fissures were observed in von 
Recklinghausen’s osteitis fibrosa. Tillier suggested 
that there are intermediary stages between true 
rickets and Milkman’s disease. 

Osteomalacia and Milkman’s syndrome have 
features a great deal in common, i. e., predominance 
in females, diffuse bony pain, progressive course, 
general ill health, and similar therapeutic response. 
General decalcification of the skeleton is less marked 
in Milkman’s disease. Although skeletal deformities 
like curvatures of the spine, due to collapsed verte- 
brae and coxa vara, are also observed in Milkman’s 
syndrome, they do not form part of the disease entity. 
Hypocalcemia with normal blood phosphorus, so 
characteristic for osteomalacia, isabsent in Milkman’s 
disease. 

Rechad Balger compared Milkman’s disease with 
osteopathies due to dietary deficiencies (“Hunger 
Knochenerkrankung, Hunger Osteomalazie’’). These 
2 conditions have a number of findings in common 
and many workers indeed feel that they are analogous. 
The fact has to be mentioned, however, that dietary 
deficiency cannot account for all the signs found in 
Milkman’s disease. Histologic examination of the 
bony lesions of famine osteopathies showed thinning 
of the cancellous and compact portions of the bone. 
Osteoid borders surround marrow cavities filled 
with an embryonic type of mesenchymal tissue. 

March fractures are differentiated by their loca- 
tion and etiology. They have been observed fre- 
quently in patients with dietary deficiency, rickets, 
and osteomalacia. 

Bone grafting procedures and, for that matter, 
any type of surgical intervention is contraindicated 
in Milkman’s syndrome. They were tried in several 
instances and the fragments remained separated for 
4 years and g months after the bone grafting pro- 
cedure. Administration of vitamin D and tri- 
calcium phosphate caused consolidation of the graft 


and disappearance of pain within a month. Arsenic ° 


preparations in combination with phosphorus were 
used in 1 case with improvement after a few Months 
and cure after 4 years. 

Calcium and vitamins are used by most authors. 
The use of parathyroid extract seems to be contrain- 
dicated since it tends to mobilize calcium from the 
bones into the blood stream. In cases in which 
metastases are suspected, castration by deep x-ray 
therapy is indicated. 

The histories, physical examinations, laboratory 
findings, and roentgenograms of 8 patients are de- 
scribed in great detail. GeorceE I. Reiss, M.D. 


Sherman, Mary S.: Osteoid Osteoma Associated 
with Changes in the Adjacent Joint. Report of 
2 Cases. J. Bone Surg., 1947, 29: 483. 


The article consists of a brief discussion of osteoid 
osteoma associated with adjacent intra-articular 
changes, and 2 case reports. 

The disease is characterized by night pain, which 
may be fleeting or constant, and tenderness and 
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swelling at the lesional area with joint effusion. The 
presence of systemic manifestations such as tempera- 
ture elevation and leucocytosis excludes osteoid 
osteoma. The roentgenograms may be normal in the 
early stages of the disease, but they are quite char- 
acteristic when the lesion is fully developed. The 
main portion of the eccentric lesion is radiolucent. 
The periphery may be marked by a ring of dense 
bone. The regional bone about the osteoid osteoma 
may be markedly hypertrophied. It is of interest to 
note that the lesions fail to grow larger over a period 
of years, but tend to become increasingly painful and 
disabling. The treatment of choice is surgical extir- 
pation. Innocase has there been any local recurrence. 

Microscopically, the lesion consists of vascular 
fibrous tissue with giant cells, osteoblasts, and osteo- 
clasts. Its stroma may be diffused with an irregular 
Paget-like pattern of trabeculae, which exhibit un- 
equivocal properties of osteoid tissue. 

Two cases of 33 osteoid osteomas observed at the 
University of Chicago disclosed a concomitant hyper- 
trophic arthritis. These cases form the basis of this 
report. 

Case 1 was that of a 16 year old girl who had hip 
symptoms for 2 years. Pain, limitation of motion, 
and loss of 25 pounds of weight were the chief fea- 
tures. Upon roentgenologic examination of her right 
hip, two oval areas of decreased density were noted 
on the medial aspect of the neck of the femur. Opera- 
tion revealed marked villous proliferation of the 
synovial membrane and about 100 c.c. of clear 
xanthochromic fluid. Marginal osteophytes were 
also noted on the head of the femur. Bone chips re- 
moved from the neck of the femur had the appear- 
ance of osteoid tissue. 

Case 2 was that of a boy aged 13, suffering from 
pain in the left elbow, swelling, and limitation of 
motion. An increased sedimentation rate of from 25 
to 38 mm. per hour was noted. His symptoms had 
been present 3 months when he was first seen. Ex- 
amination of the aspirated joint fluid and guinea pig 
inoculation were negative. 

A roentgenogram of the elbow showed a slight 
thickening of the lower end of the humerus, with an 
irregularity of the ossification center of the trochlea. 
Conservative treatment did not affect the progress of 
the disease. Nine months after the onset of the con- 
dition the x-rays disclosed a round, radiolucent, 
mottled bone defect occupying the olecranon fossa. 
The lower end of the humerus was markedly thickened 
by reactive bone formation and appeared to have 
lost its anatomical configuration. 

Since penicillin and sulfonamide therapy failed to 
change the clinical course, the elbow was explored. 
Tissue studies disclosed microscopic changes similar 
to those noted in the previous case report, i.e., osteoid 
osteoma. 

Final appraisal of both cases seems to indicate that 
the acute joint symptoms prompty abated following 
the surgical removal of the osteoid osteoma, and to 
date they have not returned. 

SAMUEL L. GOVERNALE, M.D. 
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Kristensen, Gerda Schwartz, and Wulff, Ferd.: On 
the Course of Paralyses in Poliomyelitic Pa- 
tients. Acta med. scand., 1947, 127: 361. 


The authors analyze their study of a large number 
of patients severely paralyzed by poliomyelitis. 

The 5 muscle grades employed in Scandinavia ap- 
pear to correspond with those used in the United 
States, although the exact description of them differs 
slightly. The analysis is based entirely on clinical 
data and depends upon the record of repeated muscle 
tests at varying intervals. 

The authors assume that if a severely affected mus- 
cle shows no substantial improvement in 24 months, 
but nevertheless regains almost full strength in time, 
this improvement is due largely to regeneration of 
the conduction system. Improvement after about 
a year is said to be due to the working up of muscular 
strength by exercises. 

The treatment of all the cases consisted of exercises 
and training. In very badly paralyzed muscles elec- 
trical stimulation was used to keep them in form 
until they were receptive to active therapy. The 
Kenny treatment was not used. 

Three groups of cases are included in the following 
summaries: 

1. Those examined at the beginning of the disease 

and again in 9 months. 

2. Those examined at 214 months and again at 9 

months. 

3. Those examined at 9 months and again in 4 to 8 

years. 

Of those with muscular power at o at the beginning 
of the investigation, only about 6 per cent of those in 
the first group can be expected to improve to IV plus 
V, about one-half to V, and only about 1 to 2 per cent 
in the second group can be expected to reach IV 
plus V. None in group 3 can be expected to reach IV 
plus V. 

Of those with muscular power at I at the beginning 
of the investigation, about % in the first group can 
be expected to improve to IV plus V (about one-half 
to V); in group 2 the chance of improvement falls 
sharply—less than to per cent can reach IV plus V. 
None in group 3 can be expected to reach IV plus V. 

Of those with muscular power at II at the begin- 
ning of the investigation, about % in group 1 can be 
expected to reach IV plus V (about 34 reaching V); 
about % in group 2 can be expected to reach IV plus 
V (about % reaching V); and about 1/ in group 
3 can be expected to reach IV plus V (about 4% 
reaching V). 

Of those with muscular power at III at the begin- 
ning of the investigation, about go per cent in group 
1 can be expected to reach IV plus V (about 34 reach- 
ing V); about 75 per cent in group 2 can be expected 
to reach IV plus V (about 33 reaching V); and about 
60 per cent in group 3 can be expected to reach IV 
plus V (about % reaching V). 

Of those with muscular power at IV at the begin- 
ning of the investigation, about go per cent in group 1, 
about 8o per cent in group 2, and about 65 per cent 
in group 3 can be expected to reach V. 





The muscular power is classified as follows: Grade 


o=no contraction, I=palpable contraction, II=de- ° 


fiectional movement against neutralized gravitational 
pull, [1I=deflection against gravitation or against 
slight resistance, IV = deflection against greater resist- 
ance, and V=full or almost full strength. IV plus V 
denotes function useful for the performance of work. 
NewtTon C. MEap, M.D. 


Moberg, Erik: Subcutaneous Rupture of the Ten- 
don of the Tibialis Anterior Muscle. Acta chir. 
scand., 1947, 95: 455. 


Four case histories which have been presented 
previously are briefly reviewed. The author has ob- 
served an additional 4 cases. 

In 2 of the author’s cases the history and physical 
examinations are presented in detail and in these 
cases no operative interference was carried out. In 
x of these cases, 3 years have elapsed and the patient 
can walk and run normally. In the second nonoper- 
ative case, the end result is not noted. 

In the author’s third case, an operation was per- 
formed and good function was obtained, but the 
range of movement and muscular power in dorsi- 
flexion is still reduced. In the author’s fourth case, 
the ruptured tendon was sutured and the function of 
the foot was completely restored. The patient re- 
turned to work in 14 weeks. 

The author brings out the fact that all of the known 
cases have occurred in men. These ruptures of the 
tibialis anterior tendon are localized to the passage 
under the crucial ligament. Upon examination im- 
mediately after the injury, when the patient tries to 
tense the tendon, the distinctly visible and easily 
palpable outline of the tendon is not present. The lo- 
cal symptoms are not very marked and are usually 
transient. The ability to walk is not lost. Even lo- 
cal hemorrhage and swelling are often minimal. The 
foot cannot be handled properly and may droop. If 
this condition is not treated surgically, some restric- 
tion of movement, reduced strength, and secondary 
pes planus may be the ultimate result. A suture of 
the tention is desirable unless surgical interference is 
contraindicated. The author suggests a method of 
repairing the ruptured tibialis anterior tendon when 
the gap between the torn ends is considerable. Un- 
doubtedly, rupture takes place only when there are 
pathologic changes in this tendon. 

RIcHARD J. BENNETT, JR., M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Haggart, G. E.: The Treatment of Primary Malig- 
nant Bone Tumors of the Humerus. Surg. Clin. 
N. America, 1947, 27: 717. 

In suspected malignancy of the humerus the author 
advises biopsy if the diagnosis is much in doubt, but 
relies on a frozen section study to confirm the diag- 
nosis if the clinical and roentgenological features 
strongly indicate malignancy. He treats these 
lesions, when they are operable, by interscapulo- 
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Fig. 1. (Haggart). Completion of posterior muscle di- 
vision. Clavicle has been cut and arm allowed to fall for- 
ward; this clearly delineates the brachial plexus and sub- 
clavian vessels. 


thoracic amputation. Not only has the operation 
prolonged life in patients without demonstrable 
metastases, but it has prevented continued extreme 
suffering when employed simply as a palliative treat- 
ment. 

The operative technique of Littlewood is preferred 
to that of Berger. This method does not require the 
surgeon to work in a deep hole, and the subclavian 
vessels and brachial plexus can be identified and 
treated relatively simply. 

Five cases are presented to show the worthwhile 
results of this operation. The operative technique is 
presented with good illustrations. 

NEwTon C. MEap, M.D. 


Mellen, Richard H.; and Phalen, George S.: Ar- 
throplasty of the Elbow by Replacement of the 
Distal Portion of the Humerus with an Acrylic 
Prosthesis. J. Bone Surg., 1947 29: 348. 

The authors present 4 cases in which an acrylic 
prosthesis replaced the distal portion of the humerus. 

In the first case it was believed that an acrylic type 
of prosthesis might be used on the humerus to pro- 
vide a fulcrum for the elbow joint and still allow early 
motion in the elbow, thus avoiding the long period of 
time which would be necessary for healing if a bone 
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Fig. 2. (Haggart). With exception of the latissimus dorsi, 
all the anterior muscles have been divided. At operation 
the cut ends of the plexus and subclavian vessels are com 
pletely covered by the proximal flap. 


graft were used to prolong the humerus. The proce- 
dure was carried out with gratifying results. 

A similar problem presented itself in several cases 
of nonunion in the supracondylar region of the hu- 
merus. In these cases, 3 of which are reported, the 
distal fragment of the humerus was malunited and 
the elbow joint was fixed by fibrous ankylosis. This 
mitigated against the restoration of any satisfactory 
painless motion in the elbow itself after bone-grafting 
of the humerus, either alone or in combination with a 
conventional arthroplasty or resection. It appeared 
likely that the entire ununited distal fragment of the 
humerus might well be replaced with a functional 
type of plastic prosthesis, thus restoring the funda- 
mental principles of the hinged type of joint, inas- 
much as the proximal portion of the ulna was un- 
damaged and could furnish a satisfactory point of 
rotation. 

The prostheses were made of veronite, a methyl 
and ethyl methacrylate. This material was cast in 
the form of models which were fashioned after the 
authors’ idea of a functional form for the distal por- 
tion of the humerus, and did not attempt to duplicate 
the normal anatomy of the bone. The central hole of 
the prosthesis was drilled out on a lathe. The size of 
the central cavity was approximated for each case by 








a preoperative measurement of the roentgenograms 
of the distal shaft of the humerus, over which the 
prosthesis was to fit. At the elbow a standard opera- 
tive approach was used, usually modified by the type 
of injury and the presence of previous scars or skin 
grafts. The prosthesis was secured to the distal por- 
tion of the humerus either by tantalum wire or vital- 
lium screws; these were placed through holes in the 
prosthesis, which were easily drilled at the time of 
operation, after the prosthesis had been fitted snugly 
over the end of the humeral shaft. 

Three of the patients described have been followed 
for periods ranging from g to 18 months since the 
operation. Several striking things have been noted. 
Immediately after subsidence of the postoperative 
reaction, motion wasrestored tothe maximumamount 
obtained; and, as weeks went by, strength in the 
flexor and extensor muscles improved, but very little 
improvement in range of motion occurred. This was 
probably due to the fact that, from the start, very 
little pain was present on motion; and at the last 
evaluation the patients complained of no pain what- 
ever. Furthermore, the elbows were comparatively 
stable. 

Inasmuch as the distal end of the humerus is en- 
closed in this more or less impervious acrylic cap, the 
fate of this portion of the bone in regard to nutrition 
and future atrophy is uncertain and will have to be 
determined by a longer period of observation. The 
purpose of this report is to stimulate interest in a 
simple type of procedure which apparently restores 
motion to the elbow quickly and relatively painlessly. 
The authors believe that this procedure might possi- 
bly be of benefit in ankylosed elbows resulting from 
rheumatoid arthritis. Rupotpu S. Reicu, M.D. 


Mahoney, James H., Phalen, George S., and Frack- 
elton, William H.: Amputation of the Index 
Ray. Surgery, 1947, 21: gIt. 


The index finger ranks second only to the thumb 
in importance and because of this, surgeons have 
been taught to salvage as much of this finger as pos- 
sible when treating an injury affecting it. However, 
in treating a large number of cases on a hand service 
at an Army general hospital, the authors found that 
such salvage often resulted in the loss of efficiency 
in the use of the hand, this being true especially when 
the index finger was amputated at a point proximal 
to the proximal interphalangeal joint. In these cases 
an amputation of the index ray (index finger to- 
gether with the second metacarpal bone) resulted in 
the restoration of almost normal function of the in- 
jured hand. 

Amputation of the index ray is recommended 
only in patients with normal or nearly normal func- 
tion of the remaining digits of the hand. These cases 
fall into two groups: (1) patients with the index 
finger amputated proximal to the proximal inter- 
phalangeal joint, and (2) patients with the index 
finger so badly damaged that any reconstructive 
surgery would hold little promise of restoring fairly 
normal function of the digit. 
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Time and money are factors which must be con- 
sidered in deciding whether a finger should be ampu- 
tated or reconstructed. Instead of spending from 6 
to 18 months in a futile attempt to restore the index 
finger to normal, the patient might find it to his ad- 
vantage to submit to an amputation of the index ray 
and return to work within 28 days. 

During the past year, 18 amputations of the index 
ray were performed. In every case, the dexterity ol 
the hand was improved and the patient expressed 
satisfaction with the end result. While restoration 
of an efficiently functioning hand is of primary con- 
cern, it is a happy coincidence that the cosmetic ap- 
pearance of the hand is also improved. 

In performing an index ray amputation, an inci- 
sion is made about the base of the index finger, ex- 
tending longitudinally on the dorsum of the hand 
to the base of the second metacarpal. The second 
metacarpal is exposed subperiosteally and osteo- 
tomized just distal to its base. The base of this bone 
is not removed because it is desirable to preserve the 
insertion of the extensor carpi radialis longus tendon. 
If possible, the tendon of the first dorsal interosseous 
muscle is isolated and inserted into the tendon of the 
second dorsal interosseous muscle. This tendon 
transfer increases the power of the long finger to re- 
sist pressure from the thumb. The digital nerves are 
carefully isolated, ligated, and buried to prevent the 
formation of painful neuromas. Through a small 
separate transverse incision at the wrist, the flexor 
tendons of the index finger may be withdrawn and 
transferred into the flexor tendons of the long finger. 

Amputation of the index ray narrows the breadth 
of the palm and this may not be too desirable in a 
patient who must perform heavy manual labor. 
However, the increased dexterity obtained more 
than compensates for the slight diminution in 
breadth of the palm. Rupo tps S. Reicu, M.D. 


FRACTURES AND DISLOCATIONS 


Carlquist, Nils: Comparison of the Results from 
Nonoperative Treatment and from Osteosyn- 
thesis by Multiple Nailing of Medial Fractures 
of the Collum Femoris. Acta chir. scand., 1947, 
95: Supp. 127. 


A survey of the vast literature on medial fracture 
of the neck of the femur is presented as a background 
for this study. Until 1939 in the Surgical Clinic of 
the Lund Hospital, all medial neck fractures were 
treated nonoperatively. Beginning in 1940, the 
multiple nailing technique of Nystrém has been used 
consistently, and a follow-up system has made it 
possible to investigate the progress of the patients so 
treated. The author presents a comparative study of 
the nonoperative cases treated between 1920 and 
1939, and the cases treated by the multiple nailing 
method of Nystrém between 1940 and 1945. The 
studies investigated especially the healing of the frac- 
ture, and its most common complication—necrosis of 
the femoral head—under the different methods of 
treatment. 





00 Ff eco OH 


Ae =" 


= 7 


OQ = wm 











SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


The material from 1920 to 1939 included 473 pa- 
tients with fresh medial neck fractures. Active treat- 
ment, i.e. reposition under ether anesthesia followed 
by either plaster cast fixation or skeletal traction, was 
employed in 73.7 per cent of the group. The primary 
mortality was 15.6 per cent, the chief causes being 
thromboembolism and pneumonia. Complications 
consisted primarily of these two conditions plus de- 
cubitus. Of this group, 73 patients have been re- 
examined clinically and roentgenographically. Bony 
union was demonstrated in 72.6 per cent of these 
cases. 

An exhaustive analysis is made of all factors which 
might contribute to healing, both those independent 
of treatment (age, sex, weight, type of fracture, and 
degree of displacement) and those dependent on the 
treatment (interval before active treatment was in- 
stitujed, character and effectiveness of the fixation, 
duration of nonweight bearing, duration of total 
treatment). The only statistically justifiable con- 
clusion derived from this painstaking analysis was 
that the character and effectiveness of fixation are of 
paramount importance in securing healing. 

Capital necrosis in the healed cases occurred in 
24.6 per cent, but no tenable contributory factors 
could be established. 

From 1940 to 1945 there were 259 cases of fresh 
neck fractures admitted of which 162 were treated by 
multiple osteosynthesis according to Nystrém. This, 
briefly, consists of nailing with 3 relatively small tri- 
angular nails, under local anesthesia, followed by 7 
or 8 weeks of bed rest during which daily massage 
and active joint motion are carried out. The primary 
mortality was 7.2 per cent from the same causes as in 
group I, but these cases occurred during the era of 
chemotherapy. The operative technique and the 
early and late complications following treatment are 
discussed succinctly. The incidence of decubitus was 
strikingly low in comparison with that in the earlier 
series. 

Of the 134 patients living at the time of this study, 
128 were re-examined clinically and roentgenographi- 
cally, and only the 83 cases which had been followed 
up for at least 2 years were included in the results. 
Bony healing was present in 88 per cent, but 16 of 
these cases showed only partial osseous healing with 
capital necrosis in 81.3 per cent of them. In the cases 
of complete healing there was an incidence of 24.6 
per cent of capital necrosis. All of the factors studied 
in the first group were studied in relation to healing 
and the occurrence of capital necrosis in this series. 
Slipping of nails or perforation into the joint were 
found more often in cases of capital necrosis, pre- 
sumably due to the changes in the character of the 
head. In 41 per cent of the 83 cases capital necrosis 
occurred, and it was most frequent in the patients 
who were reoperated upon. Reoperation was usually 
done because of slipping or perforating nails in the 
changed femoral heads. 

That the two groups of cases are comparable sta- 
tistically is developed in a detailed study of the age 
groups and percental distribution. 
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Initial mortality was halved in the operative group, 
in which not only the availability of chemotherapy, 
but undoubtedly the early mobilization in bed and 
earlier getting-up play important roles. The mortality 
after discharge from the hospital was also halved in 
the operative patients presumably because of the re- 
duced strain of the briefer operative regime on old 
patients. Less discomfort to the patient, reduction 
of demand on nursing personnel, and shortening of 
the hospitalization period by an average of 1 month 
are points in favor of the operative treatment. The 
higher frequency of healing in the osteosynthesized 
group was ascertained, also the ability of this method 
to give better fixation and less neck absorption than 
the nonoperative treatment. Occurrence of capital 
necrosis showed no significant difference in the 2 
methods, ascribable to the fact that probably damage 
at the time of fracture rather than the type of treat- 
ment determine its onset. Clinical results are strik- 
ingly in favor of the nailed cases although the fact 
that the period of observation for these cases is rela- 
tively short (2 years or more) is given proper con- 
sideration. These findings quite definitely indicate 
that osteosynthesis is the superior method of treat- 
ment in the cases of medial neck fracture. 

FRANCES E. BRENNECKE, M.D. 


ORTHOPEDICS IN GENERAL 


Abbott, LeRoy C., Schottstaedt, Edwin R., Saun- 
ders, John B. deC. M., and Bost, Frederic C.: 
The Evaluation of Cortical and Cancellous 
Bone as Grafting Material. A Clinical and Ex- 
perimental Study. J. Bone Surg., 1947, 29: 381. 


The purpose of this excellent presentation is to 
evaluate the relative applicability of cancellous and 
cortical bone as a grafting material. The findings are 
based upon experimental work, microscopic studies 
of human grafts, and clinical data. Rabbits and dogs 
were used as follows: 

Variable lengths of cortical tibiae, from 0.8 to 2.8 
cm. long, and full thickness bone were used in the 
first series of 52 animals. The grafts were as follows: 
7 of cancellous bone, 5 of cortical bone and peri- 
osteum, 8 of cortical bone without periosteum, and 
12 of cortical and cancellous bone. There were ro 
controls, respectively. It was learned that there was 
very little difference whether the periosteum was in- 
tact or not. At the end of 10 days, the cortical bone 
showed evidence of degeneration. Haversian sys- 
tems were invaded by granulation tissue and creep- 
ing substitution ensued throughout the graft. Ob- 
servations of the cancellous graft, however, disclosed 
earlier revascularization with moderate disintegra- 
tion of the trabeculae. 

In the second series complete resection of a seg- 
ment of the middle of the shaft of the radial bone was 
done, and the defects were filled w.th grafts from the 
cancellous portion of the ilium, rib, or the cortex of 
the tibia. Of the initial 64 animals, only 35 were ac- 
ceptable for study. The grafts were as follows: 11 
of cancellous bone, 8 of cortical bone and periosteum 
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and 6 of bone from the rib; there were 7 controls. 
The authors’ conclusions regarding this group were 
similar to those regarding the previous series. 

In the third series excision of the knee joint was 
performed with supplementary grafts of cortical and 
cancellous bone. Of 45 dogs, 32 were used for the 
study. Under aseptic technique, all knee joints were 
exposed. The patellae, and the femoral and tibial 
cartilage were removed. The extremities were immob- 
ilized with 2 or 3 Kirchner wires and plaster of Paris 
casts. The types of grafts were as follows: 16 of 
cancellous bone, 19 of cortical bone from the tibia 
with periosteum, 14 of cortical bone without peri- 
osteum. There were 18 controls. On the whole, the 
results obtained in this series compared favorably 
with those of the first two, that is, when cancellous 
and cortical grafts were used. Experiments in the 
present series convinced the investigators that can- 
cellous bone is, by far, the most exuberant grafting 
material which can be used in and about joints. 
The rapid revascularization of trabeculae by vascu- 
lar granulation places cancellous bone at the top of 
the list. Other advantages are: (1) earlier growth 
of many more osteoblastic cells, and (2) rapid in- 
corporation of the graft with union to the host, and 
early trabecular deposits of collagen which are lined 
by osteoblasts. 

In the fourth series iliac bone, cortical bone, and 
bone from the spinous process or the rib was placed 
in split spinous processes. Eight dogs were used for 
this experiment. Fifty-four grafts were secured from 
6 animals. The ultimate behavior of the cancellous 
and cortical bone was similar to that observed in pre- 
vious experiments. However, when the split thickness 
rib graft and the split spinous process grafts were 
utilized, it was noted that their respective medullary 
surfaces were promptly invaded by vascular granu- 
lation tissue. Creeping substitution over dead trab- 
eculae occurred more rapidly. This diphasic osteo- 
blastic phenomenon contributed largely to an early 
bone formation, similar to cancellous bone but.-in 
contradistinction to cortical bone. 

In the fifth series 7 dogs were used. A portion of 
the tibia was excised. Cancellous transplants were 
used in a cancellous bed. Iliac bone was the source 
of the grafting material. In one group of 16 secured 
specimens, the grafts were not well immobilized. 


Sudden death of the bone ensued. This was due to 
long contact between the grafts and the host. More- 
over, when grafts were accurately approximated and 
immobilization was established, bone union developed 
rapidly. 

The results of the experiments seem to indicate 
that revascularization of a cancellous graft must of 
necessity occur within the first 10 or 15 days. Be- 
yond that period, survival may be in jeopardy. 
Specimens of iliac bone at 21, 42, and 60 days, re- 
spectively showed insidious, yet progressive, restor- 
ation of the trabeculae. Changes in the rib grafts 
were comparable to those of the cortical and can- 
cellous bone of the tibia, except that the vascular 
granulation was more prodigious and bone forma- 
tion equally rapid in the rib. Too, rib grafts exhibi- 
ted a quicker and better attachment to the host. It 
is also of interest to note that in split rib grafts, re- 
vascularization occurs more rapidly than in whole 
ones. Split spinous process grafts reacted like split 
rib grafts. 

In the summary the authors state that fully ma- 
tured bone, be it compact or cancellous, behaves the 
same in nearly all cases. Once such bone is trans- 
planted, for the most part it does not survive. It 
is inevitably replaced by creeping substitution. 
The osteogenic power of any graft is found only in 
the endosteal layer. The rest of the bone is inert. 
The same can be said of the cambium layer of the 
periosteum. When a cortical graft receives an in- 
adequate blood supply via its haversian system, fail- 
ure to survive results. Hence, its main function is 
one of internal splinting. In the case of cancellous 
bone, with the many endosteal trabeculae exposed 
toa richer blood supply and greater osteogenic power, 
bone formation ensues quite rapidly. 

Fat has proved to be an inhibitory element when 
present in excessive degree in the cancellous grafts. 
It is well known that it retards bone formation. 
Cortical bone as a grafting material is most effica- 
cious where strength is of paramount importance. 
The endosteal layer affords an excellent combina- 
tion for defects or nonunion of the long bones. For 
the obliteration of cavities, cancellous bone is rec- 
ommended. Cortical grafts seldom survive infection. 
Their ultimate fate is sequestration. 

SAMUEL L. GOVERNALE, M.D. 
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BLOOD VESSELS 


Coller, Frederick A.; Campbell, Kenneth N., 
Berry, Robert E. L., Sutler, Martin R., and 
Others: Tetraethylammonium as an Adjunct 
in the Treatment of Peripheral Vascular Dis- 
ease and Other Painful States. Ann. Surg., 
1947, 125: 729. 

The authors report clinical observations of a large 
series of patients with peripheral vascular disease 
who received one or more injections of tetraethyl- 
ammonium to produce autonomic blockade. Ache- 
son and Moe demonstrated that in animals the tetra- 
ethylammonium ion would block transmission of 
nerve impulses through autonomic ganglia. The 
pharmacology is briefly discussed. 

The administrations were carried out with the pa- 
tients placed in a recumbent position and the ex- 
tremities uncovered; the temperature of the room 
was kept constant (68-75°) and thermocouple record- 
ings were taken. Tetraethylammonium (chloride or 
bromide) in a 10 per cent solution was slowly in- 
jected. The intravenous doses ranged from 100 to 
500 mgm. Intramuscular doses were also given. 

The first group of cases reported consisted of pa- 
tients with a diagnosis of causalgia. Briefly, the basis 
for the authors’ diagnosis consisted of a history of 
some or all of the following: (1) previous trauma, 
sometimes almost insignificant, (2) abnormal or dis- 
proportionate prolongation of pain, usually directed 
peripherally to the hand or foot, (3) the occurrence 
of vasomotor phenomena over a time interval dis- 
proportionate to the initial trauma, (4) a frequent 
affection of the morale of the sufferer, (5) frequent 
roentgenographic demonstration of early cystic or 
late diffuse osteoporosis in the involved extremity, 
(6) cessation of pain and/or amelioration of the clin- 
ical picture following blocking or extirpation of the 
sympathetic ganglia supplying the involved areas. 
Twenty cases are reported in detail. The authors 
conclude that the use of tetraethylammonium pro- 
duced satisfactory results in certain patients in whom 
sympathectomy would have been desirable but was 
not believed to be feasible because of the presence of 
a psychogenic element or an unstable personality. 

Nine patients with herpes zoster and postherpetic 
neuralgia were treated. All received some relief vary- 
ing from a brief period to 6 hours. The role of vaso- 
spasm and the mode of relief could not be explained. 

The third group consisted of patients with func- 
tional vascular disease. Because the effects of the 
drug are transient they were of little therapeutic 
value. In this group and particularly in patients 
with Raynaud’s phenomena, attacks could be aborted 
or modified, but the drug did not replace sympa- 
thectomy. 

Thirty-five patients with thromboangiitis obliter- 
ans were studied. The authors thought that the re- 


sponses to the injections of the drug could be utilized 
to gauge the degree of occlusion and collateral arte- 
rial circulation, and to predict the response of the 
involved extremities to appropriate sympathectomy. 
The drug afforded relief of pain in many instances, 
particularly rest pain, and the injection was followed 
by visible, palpable, and measurable relief of vaso- 
spasm when clinically present. It was thought that 
the drug was of no avail in the presence of severe 
infection or established gangrene. One patient with 
severe, intractable pain was reported to have ob- 
tained remarkable relief and to have been converted 
to a pain-free ambulatory patient. 

One hundred and twenty-five patients with periph- 
eral arteriosclerosis obliterans received tetraethyl- 
ammonium as a diagnostic, prognostic, or therapeu- 
tic measure. The drug was useful in this group in 
two respects: (1) it aided in the control of nocturnal 
pain, and (2) it was an index of possible benefits that 
might be derived from lumbar sympathectomy. Only 
the occasional arteriosclerotic shows improvement 
in claudication, and established gangrene is not 
modified. 

Twenty-six patients with thrombophlebitis were 
treated. The pain and edema of acute and subacute 
cases responded excellently. Patients with chronic 
thrombophlebitis noted subsidence of the edema, 
relief from congestive pain, and a new sense of well- 
being. The benefits were in no sense curative but 
provided satisfactory interval relief. 

Fifteen hundred injections of tetraethylammon- 
ium were carried out without any serious toxic ef- 
fects. One patient received 42,000 mgm. over a 6 
week period. Caution should be exercised in giving 
the drug to hypertensives, particularly those in whom 
the neurogenic component has been identified or sus- 
pected. Nonhypertensive patients in whom an over- 
ly labile sympathetic nervous system is anticipated 
require cautious administration of the drug. Unde- 
sirable falls in the blood pressure occur either im- 
mediately or after a delayed interval. Myasthenia 
may occur over a long period of administration but 
this disappears with the cessation of the drug. In 
anuric states the drug is inadvisable. 

The authors postulated that the autonomic block- 
ade may alleviate pain by means other than vaso- 
spasm, namely, altered tissue metabolism secondary 
to sympathetic block, or the blocking of certain af- 
ferent pathways in the autonomic nervous system. 

W. Foster Montcomery, M.D. 


Vaughn, Arkell M.: Multiple Retrograde Saphenous 
Vein Ligation and Phlebectomy with the Aid of 
a Malleable Intraluminal Guide. Surgery, 1947, 

az: Sgr. 
In the author’s experience high saphenous vein 
ligation combined with multiple retrograde ligations 
and excision of segments of the vein is superior to 


585 








high ligation and retrograde injection of a sclerosing 
solution. He reports the following as the basis for 
this superiority: (1) patients receiving retrograde 
injections were for the first few days more uncomfort- 
able and disabled than those who had ligations only; 
and (2) recurrences following retrograde injection 
were often due to incompetent communicating veins, 
recanalization of the thrombi following injection, or 
both. 

Because the saphenous vein is often more difficult 
to locate around the knee than in the femoral tri- 
angle, a malleable guide was introduced into the 
lumen of the distal segment of the saphenous vein 
near the fossa ovale. This can then be easily palpated 
and serves as a guide to exposing, ligating, and excis- 
ing segments of the vein down the thigh and into the 
calf. This technique is described in detail and illus- 
trated by numerous diagrams. The author recom- 
mends the use of longitudinal rather than transverse 
incisions for these multiple sites of ligation. 

Epwarp H. Camp, M.D. 


BLOOD; TRANSFUSION 


Brown, Herbert R., Jr.: The Distribution and Use 
of Human Whole Blood in the Pacific War. 
U.S. Nav. M. Bull., 1947, 47: 396. 


At the onset of World War II human dried plasma 
and albumin were made available to the United 
States forces in adequate amounts but the demand 
for whole blood became increasingly urgent. At first 
blood had to be secured directly from service person- 
nel but as demands increased it was necessary to 
transport and refrigerate whole blood from donors in 
the United States. The first large shipments of whole 
blood from the United States donor centers started 
in August, 1944 for the European theater and in 
November, 1944 for the Pacific theater. The period 
covered by this report extends from November 109, 
1944 to September 21, 1945. The increasing de- 
mands for whole blood in the Pacific theater pre- 
sented special problems of long distances, tropical 
climates with attendant necessity for refrigeration, 
the preserving solution, and standard type of equip- 
ment. Distances were overcome by granting all 
whole blood shipments a No. 1 air priority. The 
refrigeration was maintained through the medium of 
a 5.9 cubic foot refrigerated box with water ice, and 
containing 16 pints of whole blood which could be 
maintained at a temperature of from 8 to 10 degrees 
C. for as long as 50 hours. A preservative anticoagu- 
lant solution, known as the acid-citrate-dextrose or 
Loutit-Mollison solution, enabled blood to be safely 
stored and utilized up to 21 days from the date of 
bleeding and even longer in the case of emergencies. 
Standard donor and recipient equipment was set up 
with a bottle, being a vacuum type 600 c.c. bottle 
containing 480 c.c. of blood and 120 c.c. of anticoagu- 
lant solution. Finally studies on transported blood 
of ages from 4 to 31 days gave early assurance of the 
safety and practicability of this projected distribu- 
tion and use. 
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The procurement for the blood collection program 
was made the responsibility of the American Red 
Cross with bleeding and processing being placed 
under the technical supervision of the Army and 
Navy. The program for the European Theater of 
Operation was under Army control and that of the 
Pacific theater by the Navy. In the operation of the 
program, all the blood was flown by the Naval Air 
Transport Service from Oakland, California, to 
Honolulu where it was received and then flown to 
Guam where the U.S. Naval Whole Blood Distribu- 
tion Center No. 1 stored all blood in large refrigera- 
tors for a minimum of 12 hours and visually examined 
all bottles for hemolysis, contamination, and clots, 
discarding all unsuitable units. Visual inspection 
proved entirely satisfactory for the entire program. 
At the time of invasion, LSTH’s were mounted with 
blood prior to proceeding to the target, and as re- 
quired, a complete blood distribution team would be 
put ashore with its independent 150 cubic foot 
refrigerator, a portable electric generator to supply 
current, an ice machine, and transportation facilities 
in the form of truck or jeep. 

One hundred seventy-seven thousand seven hun- 
dred eighty-four pints of whole blood were received 
at Guam from the United States, and a total of 
171,564 pints were reshipped, accounting for a 3.4 
per cent over-all loss at the distribution center at 
Guam. The total weight of all shipments to Guam 
was 966,700 pounds or 483.35 tons and required a 
total of 65,557 cubic feet of plane space for the ship- 
ments. The Army in the Philippines estimated their 
whole blood needs to be 1% pints per wounded in- 
dividual. In the Pacific Ocean area the estimates 
were calculated on a pint per total casualty, i.e., 
killed, wounded, and missing, for a working hypothe- 
sis. Both methods were closely correct. It was 
necessary to estimate the daily requirements in ad- 
vance. In considering the amount of blood required 
by different areas, the Philippine Islands campaigns 
required 93,086 pints, Okinawa 44,802 pints, Iwo 
Jima 16,224 pints, fleet units 4,508 pints, and all 
hospital ships 18,068 pints. 

Reaction reports were gathered on a small postal 
card type of report form. A total of 21,296 reports 
were returned and of these there were 676 reactions 
with a resulting reaction rate of 3.1 per cent. In 
types other than O, the reaction rates were above 
those of the type O recipients, thus lending weight to 
the desirability of adding types A and B group 
specific substance in order to neutralize the isoag- 
glutinins. It is realized that the optimum age at 
which blood may be safely transfused is 21 days al- 
though blood of 28 days of age and older may be and 
has been given with safety. It is generally agreed 
that the rate of red cell deterioration over the 21 day 
period rises rapidly, but that at the 21 day period 
there still remains about 85 per cent of the 
initial red blood cell efficiency. The use of type O blood 
used in the Pacific was highly successful and in only 
a very few instances were crossmatchings carried 
out. It is stressed, however, that when possible, 











f 








SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


crossmatching is highly desireble and necessary. 
The highest reaction rate, 7 per cent, appeared to 
be in patients with hookworm anemia. In a separate 
group of 381 reactions among 12,003 reported transfu- 
sions, there were 156 reactions (41 per cent of this 
series) reported on the cards as being allergic in type. 
LeRoy J. Kiernsasser, M.D. 


Hedenstedt, Sture: Elliptocyte Transfusions as a 
Method in Studies on Blood Destruction, Blood 
Volume, and Peritoneal Resorption. Acta chir. 
scand., 1947, 95: Supp. 128. 


Since the autumn of 1944 Hedenstedt, the author, 
has been engaged in working out a method whereby 
elliptocytes (elliptical red cells) may be used as 
labelled corpuscles in studying blood destruction, 
blood volume, and peritoneal resorption. The work 
of this monograph started after the author came 
across a case of elliptocytosis. By carefully per- 
formed transfusion experiments he has attempted to 
determine the lifetime of red blood corpuscles, the 
blood corpuscle volume, the blood volume, and, 
finally, the resorption of blood from the abdominal 
cavity. 

Elliptocytosis is an anomaly in which the red 
blood corpuscles are to a large extent elliptical in 
shape. The condition was first described by Dres- 
bach in 1904. His case was that of a mulatto student 
in whom go per cent of his red blood cells were 
elliptical. The boy was otherwise normal. The 
condition is extremely rare, occurring about once in 
every 2,000 or 3,000 people. The anomaly is appar- 
ently constant as the elliptocyte count remains the 
same over a period of months. 

Investigations of the osmotic resistance of the red 
cells are important in distinguishing elliptocytosis 
from hemolytic anemia. Elliptocytes show normal 
or increased osmotic resistance as compared with red 
blood corpuscles in cases of hemolytic jaundice. 

In the majority of cases of elliptocytosis described 
in the literature, the characteristic shape of the red 
blood cells is the only sign or symptom of interest. 
The white blood cells and the sedimentation rate are 
usually normal. Jaundice may be present occasion- 
ally. Other blood findings are normal on examina- 
tion. 

The idea of using elliptocytes as labelled blood 
corpuscles for experimental purposes seems only to 
have been employed in a few isolated investigations. 
The determination of the lifetime of red blood cor- 
puscles according to different authors using different 
methods is reviewed and a wide variation of results 
is recorded. More recently, investigators have tried 
to approach the problem of the life of the erythrocyte 
more closely by labeling the corpuscles with radio- 
active isotopes. Phosphorous, iron, and nitrogen 


have all been employed for this purpose without a 
final and convincing solution to the problem. A 
discussion of possible sources of error is presented 
and reasons for inaccurate results are postulated. 

The method of using naturally labelled red cells 
such as elliptocytes has been sporadically employed 
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by only a few investigators during the past 25 years. 
In the author’s own experimental investigations he 
goes into elaborate detail and very meticulous 
measurements in presenting his technique and results. 

By way of summary regarding the results of trans- 
peritoneal resorption of elliptocytic blood he con- 
cludes that elliptocytic red cells are resorbed from 
the abdominal cavity into the blood stream through 
the lymph vessels of the mediastinum at a uniform 
rate. Resorption of injected blood takes about 8 
days. During and after the actual process of resorp- 
tion the elliptocytic red cells are destroyed in the 
same way as though they had been injected intrave- 
nously (half of them “die” within 13 or 14 days). 
Intra-abdominal adhesions need not occur even after 
repeated intraperitoneal injections of blood. Histo- 
logical studies suggest that in man the red cells are 
resorbed through stomas into the subepithelial 
lymph lacunae in the diaphragm. 

The author’s experimental work is based upon 51 
transfusions, mostly in children, with 1o ellip- 
tocytics. The mixing time for the elliptocytes after 
transfusion amounts to about 15 minutes. Red 
cells disappear approximately according to an ex- 
ponential curve and their half life is 13.1 to0.9 days. 

The author describes a new method for determin- 
ing the blood corpuscle weight and blood volume in 
man with the use of elliptocytes. The results of this 
unique method reveal the weight of red blood cells 
to be, on the average, 2.7—2.1 per cent of body 
weight. And, finally, the determination of blood 
volume with this method is found to be 7.4—7.3 per 
cent of body weight. Comparison of Hedenstedt’s 
results with the results of other methods (radioactive 
phosphorous) reveal a significant difference of values 
for red cell weight. An explanation of possible rea- 
sons for this discrepancy is suggested. 

This monograph is clearly presented and repre- 
sents a novel approach to one of the many unsolved 
fundamental problems of biology and medicine. It 
is the culmination of much work well done. 

Epwarp F, Lewrson, M.D. 


Ginsberg, Harold, S.: Homologous Serum Hepatitis 
following Transfusion. Arch. Int. M., 1947, 70: 
555- 

With the ever increasing use of transfusions of 
blood and plasma the author deems it pertinent to 
emphasize the frequency of occurrence of homologous 
serum hepatitis following these therapeutic pro- 
cedures. 

In this article the literature is‘reviewed briefly; 14 
cases of homologous serum hepatitis are reported 
with a detailed description of 2 fatal cases and their 
findings at autopsy. 

The material presented comprised cases of hepa- 
titis observed at the Seventh General Hospital, from 
September 18, 1944 to November 14, 1944. The date 
of incubation of the disease, as determined from the 
date from which plasma or blood was administered 
to the onset of symptoms ranged from 43 to 88 days, 
with an average of 63 days. 
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The symptoms and signs, in order of frequency, 
were: malaise, nausea and vomiting, anorexia, dark 
urine, abdominal discomfort, jaundice, light to clay 
colored stools, fever, palpable liver, constipation, 
generalized aches and pains, chills, pruritus, poly- 
morphic cutaneous rash, diarrhea, and palpable 
spleen. 

The laboratory tests found to be most useful in the 
early diagnosis were the icteric index or test for 
serum bilirubin. These were also the most important 
tests in following the course of the disease. Exam- 
inations of the urine for bile and urobilinogen also 
proved to be useful. The determinations of the total 
plasma protein content, the albumin and globulin 
levels, and the prothrombin time were likewise val- 
uable in following the course of the condition. There 
was a slight to moderate fall of the plasma protein 
content in all cases studied completely, and in 1 case 
the level fell to 4.5 mgm. per 100 c.c. and the patient 
developed clinical ascites. In most cases there was a 
slight fall in the plasma prothrombin level but with- 
out need of the use of vitamin K. In the 2 fatal cases 
vitamin K was administered parenterally but no 
definite increase in the prothrombin time occurred. 

The treatment of homologous serum hepatitis is 
similar to that of infectious hepatitis. High protein, 
high carbohydrate, and low fat diet is the basis of 
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therapy. Extra vitamins were administered in all 
cases, especially vitamin B complex. During the 
acute stages of the disease when nausea and vomiting 
were present, liver, plasma, and intravenous injec- 
tions of dextrose were utilized to supplement the 
insufficient diet. 

The main clinical points of difference between 
homologous serum hepatitis and infectious hepatitis 
are the period of incubation, mode of spread, and 
severity. The period of incubation in the majority of 
cases of homologous serum hepatitis ranges between 
60 and go days. Homologous serum hepatitis is 
spread by the parenteral injection of human blood or 
its products by means of transfusions, convalescent 
serums, vaccines, and contaminated syringes. The 
mode of spread of infectious hepatitis is not definitely 
known but presumably it may be transmitted by 
air borne droplets and the ingestion of material, i.e., 
food and water, contaminated by the virus. The 
severity of homologous serum hepatitis is greater 
than that seen in infectious jaundice. 

Biopsies of material aspirated from the liver during 
the course of these 2 diseases show that the patho- 
logic changes are indistinguishable, and the clinical 
pictures, likewise, have no definite features to aid in 
the differentiation of these entities. 

Joun H. Monarpt, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Clark, John H.; Nelson, Woodrow; Lyons, Champ; 
Mayerson, H. S.; and DeCamp, Paul: Chronic 
Shock; The Problem of Reduced Blood Volume 
in the Chronically Ill Patient. Ann. Surg., 1947, 
125: 618. 

The authors have introduced the term ‘‘chronic 
shock” to designate the syndrome characterized by 
weight loss, decreased blood volume, decreased blood 
proteins, increased interstitial fluid volume, and in- 
creased susceptibility to shock correctable by trans- 
fusion replacement of the blood volume deficit. The 
purpose of this series of 3 articles is to present the 
rationale and factual data upon which this syndrome 
is postulated. 

Previous reports emphasized the coincidence of 
protein depletion and diminished blood volume, but 
proof has not been incontrovertible that the latter is 
the consequence of the former, nor has there been 
sufficient recognition of the fact that in evaluating 
the extent of protein depletion an accurate appraisal 
of the blood volume is mandatory. 

Osmotic pressure of the blood protein and tissue 
tension are the factors which normally maintain the 
plasma volume in the ratio of 1:3 to the interstitial 
fluid volume via the interchange of fluid across the 
semipermeable capillary wall. However, numerous 
clinical observations relative to a change in this ratio, 
despite an unvaried concentration of plasma protein, 
would seem, offhand, to invalidate this thesis. De- 
spite the complexity of the mechanism in operation, 
further consideration reveals the source of this ap- 
parent discrepancy. 

Protein depletion should, by virtue of the dynamic 
equilibrium of protein, affect not alone the concen- 
tration in the blood but that in the tissue as well. 
A loss of tissue protein results in an increase in inter- 
stitial fluid volume and a reduction of tissue tension. 
This, then, shifts the burden of maintaining plasma 
volume solely on the hygroscopically active con- 
centration of the reduced total mass of plasma colloids 
and consequently diminution of plasma volume fol- 
lows. Some investigators have emphasized an altera- 
tion of the physiologic integrity of the capillary wall. 
Anemia, reduced total mass of hemoglobin, is known 
to favor a loss of fluid and protein from the vascular 
to the interstitial fluid compartment. 

An analysis of the study of 9 depleted soldiers 
revealed a lowering of the usual 1 to 3 ratio, this 
alteration not being in proportion to the weight lost, 
but a correlation did exist of reduced body weight, 
reduced plasma velume, and reduced total mass of 
circulating blood proteins, both hemoglobin and 
plasma proteins. This indicates that in patients with 
weight loss the reduced plasma volume may mask 
deficiencies in the total mass of both circulating 


hemoglobin and plasma proteins. Biochemists have 
long stressed the fallacy of assuming that solute 
concentrations reflect the plasma volume. Therefore 
appraisal of the weight loss in terms of protein deple- 
tion and reduced blood volume permits a more ac- 
curate evaluation of the “poor risk”? patient than 
measurements of the concentration of hemoglobin 
and plasma protein alone. 

To further invalidate criticism of the significance 
of plasma volume determinations, the ratio of the 
plasma volume to the interstitial fluid volume as well 
as serial determinations of the blood volume were 
studied in 4 normal individual patients. A decided 
constancy was obtained. This was further empha- 
sized by the demonstration of a return of blood 
volume to a high level during the convalescence of a 
depleted patient, an effect repeatedly observed as a 
prelude to any appreciable recovery in weight. 

Thus the concept of ‘‘chronic shock” becomes use- 
ful also in the comprehension of apparently conflict- 
ing clinical studies and in the formulation of new 
investigative programs of clinically pertinent prob- 
lems. 

Among the problems engendered by depletion of 
the body proteins, reduction of blood volume is of 
prime surgical significance. The purpose of this 
article is to consider the quantitative aspects of the 
red blood cell and hemoglobin deficits in chronic 
shock and the quantitative correction of these deficits 
by whole blood replacement. This required blood 
volume determination for, as was emphasized above, 
reduced plasma volume may so mask an anemia as 
to vitiate the results of such simple determinations as 
the concentrations of the hematocrit, hemoglobin, 
and red cell count. 

Eighty-nine patients with a clinical history of 
weight loss from malignancy or chronic infection, 
had initial determinations of body weight, plasma 
volume, hematocrit, hemoglobin concentration, and 
plasma specific gravity, 59 having repeated deter- 
minations. Sixteen normal subjects were also studied 
and, of these, 9 had repeated determinations. All 
laboratory procedures were carefully standardized. 

Normally the blood volume determination can be 
calculated safely from the observed weight. In the 
depleted patients, however, the authors found the 
results to be more reliable when the usual weight 
rather than surface area or height was used as the 
standard, provided extremes had not existed pre- 
viously. All cases with weight loss revealed a blood 
volume reduction approximating 25 per cent and an 
even greater reduction of red cell mass and total 
hemoglobin, often approximating 50 per cent. 

Since the rate of synthesis of new hemoglobin is 
known to be limited despite its priority on protein, 
only by the administration of whole blood can ane- 
mia be corrected rapidly enough to permit urgent 
surgery. This also deviates available protein to the 
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more rapidly accomplished synthesis of tissue and 
plasma protein. 

It was found to be clinically practicable in 10 cases 
to restore the blood volume by transfusion to the 
standard value for the patient’s usual weight (often 
up to 150 per cent of normal for the observed weight) 
without evidence of significant hemoconcentration or 
overloading of the vascular reservoir. Two typical 
experiments indicated that this increment not only 
preceded any significant weight gain but was main- 
tained during convalescence as a result of the gain in 
red cell volume. This supports the significance of the 
reduced effective blood volume in the patient with 
weight loss, e.g., chronic shock. Failure of blood 
volume restorations despite quantitative transfusion 
therapy indicates continued bleeding. 

If blood volume studies are not available, the total 
circulating hemoglobin and red cell mass cannot be 
evaluated accurately and therefore adequate restor- 
ation cannot be accomplished quantitatively. In 
this event, the authors suggest that since restoration 
to normal is often attended by definite but asympto- 
matic hemoconcentration, correction of the masked 
anemia may be attained by transfusion toward this 
goal. They also found that a hematocrit of 50 per 
cent consistently indicated restoration of blood 
volume values to the standard level. 

Quantitative correction of blood volume deficits by 
whole blood transfusions increased the tolerance of 
the ‘‘poorrisk”’ patients for major surgical procedures. 

Anemia and nutritional depletion are recognized 
features of neoplastic cachexia. Progressive anemia 
is more often apparent clinically than is the loss of 
tissue protein in the patient with advancing neo- 
plastic disease. Among the factors considered in the 
genesis of anemia are continued bleeding, nutritional 
disturbances, bone marrow metastasis, and inhibition 
from an agent elaborated by the malignancy which 
may also elaborate a hemolytic agent. The purpose 
of this report is to present observations on the quan- 
tity and quality of the circulating blood in patients 
with malignant disease. 

Blood volume studies were performed on 38 pa- 
tients with malignancy, 23 of whom had repeated 
determinations. The diagnosis was confirmed in all 
cases by histologic examination of tissue removed at 
operation. 

Deficiencies of the total circulating red cell mass 
and hemoglobin were the major factors productive of 
the reduced blood volume found. The plasma vol- 
ume deficit was decidedly less marked usually and, in 
general, correlated with the total plasma proteins. 
Thus the changes are probably the result of deficien- 
cies in red cell mass and hemoglobin without consis- 
tent depletion of the tissue protein reservoirs. This 
would explain why anemia may persist despite the 
administration of a copious supply of protein if whole 
blood replacement is withheld. 

In malignant disease, as in chronic sepsis, there is a 
fundamental disturbance in hemoglobin metabolism, 
the nature of which remains to be elucidated. 

Davip H. Lynn, M.D. 


Rehn, E.: Rational Prevention of Thrombosis to 
Eliminate Embolism in Surgery (Ueber die ra- 
tionelle Thrombosebekaempfung zu einer embolie- 
freien Chirurgie). Deut. med. Wschr., 1947, 72: 18. 


Since a strictly clinical approach to the problem 
of thromboembolism is necessarily limited, efforts 
have been made at the author’s clinic to correlate the 
clinical phases of the problem with chemicobiologic 
studies and to apply these principles as a step toward 
embolus free surgery. Every surgica] procedure of 
the highest technical perfection is limited by the 
capacity for response of the subject’s organism as a 
whole. This response may be measured in part by 
the efficiency of the circulation. Any surgical pro- 
cedure influences the metabolism and induces changes 
in the circulation during the period immediately 
after operation. The sympathetic nervous system, 
in turn, may be so profoundly affected that distur- 
bances of the system may be manifest immediately, 
and for days after the operation. Operative trauma 
may lead to shock or to later complications such as 
collapse, thromboembolism, and pneumonia. The 
development and degree of complications depend 
upon the severity, the kind, and the site of operative 
trauma, but the stress or condition of the sympathet- 
ic nervous system of the patient plays a basic role 
in postoperative disturbances. 

The author recognizes an “embolus type,” the 
patient who has a constitutional predisposition to 
embolism but who lives a lifetime before the damag- 
ing insult leading to embolism occurs. On the other 
hand, a severe disturbance may produce a definite 
syndrome and tendency toward embolism in a few 
hours or days. Ordinary factors predisposing to em- 
bolism are cachexia following illness or age, hormonal 
disturbances, severe anemia, uremia, and other se- 
vere organic disturbances. The particular surgical 
lesions associated with embolism are malignant tu- 
mors, empyema, diseases of the biliary tract, osteo- 
myelitis, and decompensated prostatic hypertrophy. 
General factors are exhaustion from hunger, thirst, 
cold, and physical and psychical weakness. Another 
predisposing factor is circulatory lability of central 
origin from the late effects of influenza and diphther- 
ia. In such cases the electrocardiograph may indicate 
latent toxic damage. 

A more or less definite clinical picture is frequently 
present but pulse and blood pressure changes may 
be misleading in the differentiation of some under- 
lying constitutional hazard from shock and collapse. 
Circulatory phenomena may give a fleeting warning 
and quickly disappear, but they often tend to per- 
sist so that they are overcome only gradually or with 
difficulcy. This constitutional hazard is, like shock 
and collapse, an expression of a determinate condi- 
tion of the sympathetic nervous system, and its 
great significance to the surgeon is that it is linked 
with demonstrable circulatory weakness. Nonspeci- 
fic tests of the carbohydrate metabolism and the al- 
kali reserve of the blood are of value because their 
very unspecificity indicates disturbances froma varie- 
ty of causes, which may lead to thromboembolism. 
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Surgical management of the problem of thrombo- 
embolism with clinical regard for the operative risk, 
the degree of operative trauma, and the effects of 
anesthesia decreased but did not eliminate thrombo- 
embolism. More recently, attempts have been made 
to influence the clotting process in the vessels them- 
selves. Many such attempts, because of lack of con- 
trol, have failed to prevent embolism, or have led to 
postoperative hemorrhage. The author’s clinic has 
been developing a method which would demonstrate 
threatened or actual thrombosis and has achieved 
success by correlating the prothrombin index (PThI) 
with the clotting time, plotting daily values of each 
ona graph. An increase or release of thrombokinase 
in the circulating blood augments thrombin forma- 
tion but the process is not unlimited, being depend- 
ent upon the prothrombin level. The prothrombin 
level thus becomes the key to the whole problem of 
embolism. 

It is significant that in a large number of freshly 
wounded young men, who were poor operative risks 
because of the severity of their wounds, thrombosis 
and, particularly, embolism were very rare. This is 
attributed to the fact that any sympathetic lability 
in these young men was quickly obviated. The 
exceptionally rare cases of thromboembolism among 
recently wounded men can be considered as of con- 
stitutional origin. With the development of infec- 
tion, deficiency of liver glycogen, decreased alkali 
reserve, and circulatory lability, a tendency toward 
thrombosis appeared, and the author was able to 
demonstrate this with absolute precision through his 
control test. In addition to the factors of operative 
risk, disturbances in blood composition, metabolism, 
and circulation, emphasis has been placed upon 
changes in the vessel walls as contributing toward the 
development of thrombosis. However, in more than 
300 operations on the major blood vessels, includ- 
ing suture and transplantation, there were only 3 
cases of massive thrombosis, in 2 of which embolism 
tollowed. It is significant that thrombosis did not 
occur at the site of transplantation but at a distance. 

Numerous clinical observations signify the im- 
portance of certain sympathetic stimuli and distur- 
bances in the development of thrombosis and em- 
bolism. This is shown by the frequency with which 
embolism is associated with atmospheric disturbances 
and with severe psychic insult. The author regards 
a spontaneous alkaluria as a manifestation of vaso- 
lability and has observed it as a manifestation of a 
sympathetic reaction associated with psychic trau- 
ma. By use of the prothrombin index it was possible 
to distinguish sympathetic disturbances arising from 
sympathetic and parasympathetic stimuli, respec- 
tively. Hyperprothrombinemia is a vagotonic phe- 
nomenon, while hypoprothrombinemia indicates 
sympathetic stimulation. Plotting the curve of the 
prothrombin index gives a true picture of the sym- 
pathetic equilibrium or tension, which no other me- 
thod has succeeded in doing, and the author found a 
definite correlation between the sympathetic tension 
and the prothrombin index. 
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Thus, from the standpoint of etiology two forms 
of thromboembolism can be recognized. The first 
depends upon tangible factors inherent in operative 
risk which can be considered as predisposing to 
thrombosis. These factors are related to disturbances 
of the metabolism, organic changes, and circulatory 
abnormalities and are similar to the factors under- 
lying shock and collapse. The second etiologic form 
lacks these organic and demonstrable abnormalities 
and has a sympathetic lability as its basis. It is in 
the latter form that psychic insults and conflicts 
play an important role. The author believes he has 
unequivocal evidence that this second form may 
remain fixed or be obviated. It is difficult to achieve 
methodical proof, but this may possibly be estab- 
lished by further investigations on the relationship 
between sympathetic stimuli and the prothrombin 
index. 

There are three stages to be recognized in the de- 
velopment of thromboembolism: (1) a predisposition 
to thrombosis; (2) impending or threatened throm- 
bosis; and (3) thromboembolism. The first phase, 
predisposition, is conditioned by shock, collapse, 
operative risk, and constitutional factors. The sec- 
ond phase follows through the influence of operative 
trauma, anesthesia, psychic trauma, atmospheric 
disturbances, unrecognized sympathetic disturbances, 
and hormonal stimuli. Thromboembolism then su- 
pervenes. The curve for the prothrombin index and 
clotting time indicates the transition from the stage 
of predisposition to the second stage of impending 
thrombosis, and at this point sufficient time still re- 
mains to prevent massive thromboembolism. The 
curve also portrays the effectiveness of anticoagu- 
lation therapy and eliminates the danger of post- 
operative hemorrhage from overdosage. For im- 
mediate effect heparin is administered and for pro- 
longed therapy dicoumarol is used. 

Because of wartime necessity the author’s clinic 
functioned in two divisions, and the scarcity of anti- 
coagulants led to, and permitted the use of antico- 
agulants in only one of these divisions. Thus, the 
effectiveness of management in two large, contem- 
porary series of cases could be compared and con- 
trolled. In a group of 1,596 patients in the one divi- 
sion anticoagulants were used only in those with the 
strictest indications because of the scarcity of the ma- 
terial. There were 5 cases (0.32%)of thrombosis and 
I case (0.15%) of embolism which ended fatally. Only 
when the last of the available anticoagulant sub- 
stance had been consumed did a fatal case of massive 
lung embolism occur. This patient was receiving 
dicoumarol preoperatively but therapy had to be 
discontinued. At the time of operation the curve 
showed the PThI to be rising and the clotting time to 
be falling. Postoperatively the PThI and clotting 
time indicated a propagating thrombosis. On the 
eighth postoperative day a massive lung embolism 
occurred and heparin was given but a fatality ensued. 
The author doubts that giving heparin earlier would 
have prevented eventual embolism. The case indi- 
cates that the critical phase of therapy is prophylaxis 








because of the time factor. In the second division of 
the clinic there were 1,369 similar cases, with 26 cases 
(2%) of thrombosis, 17 cases (1.24%) of embolism, 
and 6 cases (0.44%) of fatal embolism. In this series 
of cases only modern general preventive measures 
against thromboembolism were used. The figures 
seem to be disproportionately high when compared 
with older, earlier statistics for comparable cases in 
which the incidence of embolism was between 4 and 
7 per cent. Observations in the second division re- 
vealed the frequent occurrence of spontaneous alka- 
luria and elevation of the PThI before operation in 
association with atmospheric disturbances. 

The possibility of eliminating embolism in a sur- 
gical clinic is based on the following principles: 

1. On the recognition of predisposition to throm- 
bosis and of impending thromboembolism. 

2. On an unequivocal control test, such as study 
of the PThI and clotting time with a plotted curve. 

3. On the employment of both anticoagulant sub- 
stances: heparin for immediate, and dicoumarol for 
prolonged effects. 

4. Impending or threatened thrombosis is indi- 
cated by the following results in the control tests: 

a. If the PThI suddenly rises and the clotting 
time falls simultaneously. 

b. If immediately after operation a relatively 
high PThI (over 80) exists, does not fall, or reaches 
a value over 100 on several determinations. Under 
these circumstances the clotting time also remains 
shortened. 

c. If the index remains between 80 and 100 with- 
out responding to diccumarol. 

d. If the index lies over 100 immediately after 
operation and in the presence of prolonged clotting 
time shows a delayed response to dicoumarol. 

5. If the PThI is affected by climatic influences 
(elevation with a falling barometer), a predisposition 
to thrombosis is indicated. 

The author has found that only the plotted curve 
gives an unequivocal picture of the clotting process. 
Acompletely circumscribed, nonpropagating throm- 
bosis is not reflected in the curve. The employment 
of the measures he outlines is carried out under the 
following conditions and circumstances: 

1. When there is a predisposition to thrombo- 
embolism on a pre-existing organic basis. 

2. When there is a predisposition on an organic 
basis resulting from operative intervention (all opera- 
tions tending to produce shock, such as abdominal, 
thoracic, and cranial operations, and major, pro- 
longed operations on the extremities). 

3. When there is a predisposition to thrombosis on 
the basis of a particular vegetative reaction pattern. 

Joun L. Linpquist, M.D. 


Morton, John H.; Mahoney, E. B., and Mider, 
G. B.: An Evaluation of Pulmonary Embolism 
following Intravascular Venous Thrombosis. 
Ann. Surg., 1947, 125: 590. 


An experience of 20 years, including 1,752 surgical 
autopsies, is reviewed. The authors attempted to 
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evaluate factors predisposing to fatal and nonfatal 
pulmonary embolism. Frequency of occurrence in- 
creased with increasing age; sex was not a factor. 
Among surgical patients, 80 per cent of the embol- 
isms occurred during the first 2 postoperative weeks. 
Heart disease with slowing of circulation was an 
important predisposing factor. Increased hydro- 
static pressure, venous stasis, and eddy at points of 
compression, especially in the elderly, were also 
important. Cardiac hypertrophy was more frequent 
in patients with embolism than in those without 
embolism. Only 8 per cent of patients with heart 
disease, and none with cardiac decompensation 
survived pulmonary embolism. Position in bed to 
avoid hypostasis, venous constriction, and pooling 
were emphasized, but no statistical data offered. 

Lesions predisposing to embolism were analyzed 
and tables of incidence compiled. The gross in- 
cidence was 17 per cent, while 6.5 per cent of the 
patients had emboli large enough to occlude one or 
more branches of the pulmonary artery. Most of the 
fatal pulmonary emboli following trauma occurred 
in old ladies with fractured hips. Patients with 
benign prostatic hypertrophy, hernia, gangrene of 
the extremities, and carcinoma of the colon and 
rectum had the highest incidence. The incidence 
of fatal pulmonary embolism associated with brain 
tumor was higher than the incidence for the entire 
series. No fatal pulmonary emboli occurred in pa- 
tients with ulcerative colitis or esophageal carcinoma. 
No patient survived pulmonary embolism following 
a brain operation, amputation, or abdominoperineal 
resection of the rectum. There were 5 instances of 
pulmonary embolism following ligation of varicose 
veins. However, only ro per cent of the nonfatal and 
12 per cent of the fatal pulmonary emboli in the 
series occurred in patients with varicose veins. 

Infection occurred in 75 per cent of the cases 
developing emboli. 

The leg veins were thought to be the chief source 
of pulmonary emboli, although the authors had no 
direct evidence for this opinion. The literature is 
cited to the effect that 25 per cent of the patients 
with thrombophlebitis have pulmonary embolism; 
one-fourth of these cases are fatal. Since it has not 
been proved that the thrombus comes from the 
diseased leg, it is recommended that bilateral liga- 
tion should be done. 

Patients with minimal calf tenderness and with- 
out a history of pulmonary embolus are thought 
to be proper subjects for medical treatment with 
dicoumarol. CLinton H. Tutenes, M.D. 


Wiley, H. M.: Postoperative Protein Deficiency. 
Surgery, 1947, 21: 889. 

Postoperative protein metabolism was studied in a 
series of 57 patients between 50 and 60 years of age, 
which included 45 patients with cancer. Laboratory 
studies consisted of a serum protein determination be- 
fore operation and 3 total and fractional tests within 
the first 10 postoperative days. The blood protein 
values in 44 per cent of the cancerous patients were 
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below 6.5 gm. on admission. There was a postoperative 
decline in serum protein in 93 per cent of the cancer- 
ous patients as compared with 83 per cent of the 
noncancerous patients. A lowering of serum protein 
followed after appendectomy in 69.6 per cent of cases 
and after cholecystectomy in 81.6 per cent of cases. 
In 38 per cent of the cancerous patients the low 
protein level was found to be due to a diminished 
albumin fraction, whereas in 45.3 per cent both the 
albumin and globulin fractions were diminished. In 
only 35 per cent of the cases of cancer did the serum 
protein return to normal levels within the first 10 
postoperative days. Postoperative decline in the 
serum protein was greater in the cancerous patients 
than in the noncancerous. The fall in the blood 
proteins can be accounted for on the basis of increased 
protein catabolism, decreased protein intake, surgical 
blood loss, and possibly the effect of the anesthetic 
agent. No definite relationship could be established 
between liver function and the decline of blood pro- 
tein. Hypoproteinemia was treated during the acute 
surgical phase by parenteral injection and/or jejunal 
alimentation. In the author’s experience it was not 
possible during the postoperative phase to prevent 
the fall in serum protein by either of the latter 
methods. Serum proteins returned to normal only 
when the patient was able to take an adequate oral 
diet. BENJAMIN G. P. SHAFIROFF, M.D. 


Moyer, C. A., Levin, M., and Klinge, F. W.: The 
Volume and Composition of Parenteral Fluids 
and Clinical Problems of Body Fluid Equi- 
librium. South. M.J., 1947, 40: 479. 


Since even normal persons under certain condi- 
tions can exhibit well defined alterations in the 
volume or composition of their body fluids, it nec- 
essarily follows that seriously ill patients, not alone 
those with heart or kidney disorders, can be affected 
even more markedly. This communication offers 
evidence which indicates clearly that the non- 
discriminating use of parenteral fluids can be pro- 
ductive of serious consequences. 

The administration of isotonic salt solution to a 
person deprived of all other sources of fluid may 
result in sodium chloride retention which, if in 
excess of 5 per cent of the usual weight, will even- 
tuate in signs and symptoms of pronounced illness 
This is attributable to a higher concentration of 
salt by virtue of the diminution of the water volume 
in the body. The latter results usually from the 
person’s inability to excrete the salt injected in a 
sufficiently higher concentration in the urine than 
its concentration in the infusate so that a volume of 
water equivalent to that lost insensibly through the 
skin and the respiratory tract cannot be abstracted 
from the administered solution. The failure to ab- 
stract enough water from isotonic salt solutions 
may also be due to the failure to give enough of it 
or to insufficient excretion of urine. Among those 
individuals unable to obtain sufficient water from 
the quantity of isotonic saline solution usually given 
(3000 ¢.c.) are those with severe trauma (operative 


593 


and accidental), the aged, particularly those with 
occlusive arterial disease, and those with anemia, 
malnutrition, or cancer. 

By the substitution of 0.6 per cent saline solution 
the tendency is lessened for the development of a 
relative water deficit because of the greater concen- 
tration of the glomerular filtrate. This is of sig- 
nificance whenever large combined salt and water 
deficits need correction. However, under certain 
conditions even hypotonic saline solution will not 
prevent the retention of sait. A potassium deficit 
is probably accelerated by the excretion of large 
quantities of sodium chloride. 

Finally, a word of caution is given relative to the 
injudicious employment of glucose or water, for 
these substances have been shown to be capable 
of producing serious illness whenever amounts are 
prescribed that are greater than the sum of the 
insensible ioss of water and the maximum excretory 
capacity of the kidney for water. In the event of 
water intoxication the authors recommend the use 
of hypertonic saline solutions (from 3 to 5%) or 
hypertonic racemic sodium lactate (M/2 or M/3), 
especially if clinical acidosis is manifest. 

Davin H. Lynn, M.D. 


Allen, Edgar V.: Anticoagulants. J. Am. M. 
1947, 134: 323. 

Students of coagulation of the blood must give 
more attention to the desirability of impairing the 
ability of the blood to clot within the blood vessels. 
This statement is emphasized by the observation 
that hemorrhage causes much fewer deaths than 
intravascular coagulation of the blood. Experimen- 
tal and clinical studies indicate that coagulation 
of the blood may be impaired by anticoagulants 
with the result that intravascular thrombosis usually 
can be prevented; hemorrhage occurs rarely when 
anticoagulants are used expertly. 

What are the requisites for an entirely satisfactory 
anticoagulant for clinical use? Viewed in the light 
of present day knowledge the following are required: 
(1) lack of harmful side effects when used for short 
periods, for months, or for years; (2) a predictable 
effect on coagulation of a specified amount of the 
drug (possibly based on estimation of the blood 
volume); (3) prompt control of its effect by a ‘‘coun- 
ter’’ drug in order to prevent and control bleeding; 
(4) a method of calculating the effect on blood which 
is simple and rapid, which will give consistent results, 
and which can be performed satisfactorily by rela- 
tively unskilled technicians or physicians; (5) effec- 
tive oral administration; and (6) low cost. The 
spread between the ideal and practical may be great, 
and for the time being the medical profession must 
be satisfied with less than that which is desired. 

Heparin and dicoumarol are fairly satisfactory 
anticoagulants but they have deficiencies which 
make desirable a continued search for an ideal anti- 
coagulant for clinical use. 

The mode of action by which heparin interferes 
with coagulation of the blood has not been definitely 
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determined. There is considerable evidence that 
it is the normal circulating anticoagulant which 
assists in, or is necessary to, the maintenance of the 
fluid state of the blood in man. 

Dicoumarol affects the blood by depressing the 
values for prothrombin. There is indirect evidence 
that it accomplishes this by suppressing the forma- 
tion of prothrombin, but the exact mechanism of 
its action is unknown. 

The usual program when an effect is needed 
quickly in the treatment of adults with anticoagu- 
lants is to inject 50 mgm. of an undiluted solution 
of heparin intravenously and administer 300 mgm. 
of dicoumarol by mouth. Treatment with dicouma- 
rol is continued, and heparin, in amounts of 50 mgm., 
is injected intravenously every 4 hours until studies 
of the prothrombin indicate reduction to a satis- 
factory value. 

It cannot be too strongly emphasized that the 
administration of dicoumarol must be based on the 
value for prothrombin in the blood. 

The author and his associates have used dicouma- 
rol in 1,686 surgical cases. Hemorrhage is the sole 
danger from the judicious use of heparin and dicou- 
marol. Minor hemorrhage occurred in 3.1 per cent 
and major hemorrhage in 1.9 per cent of 1,686 
postoperative cases. Two deaths occurred from 
hemorrhage, but in one case the bleeding was ob- 
viously not due to dicoumarol, and there was doubt 
that the dicoumarol was responsible for the bleeding 
in the other case. 

Among 280 cases of postoperative venous throm- 
bosis there were but 8 cases of subsequent venous 
thrombosis (68 cases would have been .expected 
without dicoumarol), and no cases of fatal embo- 
lism (16 cases would have been expected without 
dicoumarol). 

Among 716 cases of abdominal hysterectomy 
there were but 2 cases of venous thrombosis (29 
cases would have been expected without dicoumarol), 
and no cases of fatal pulmonary embolism (5 would 
have been expected without dicoumarol). 

Among 292 cases of postoperative pulmonary 
embolism 3 cases of subsequent venous thrombosis 
occurred (127 cases would have been expected with- 
out dicoumarol). Fatal pulmonary embolism oc- 
curred once (53 cases of fatal pulmonary embolism 
would have been expected without dicoumarol). 

The over-all experience in this group of 1,686 
cases indicates that approximately 73 lives were 
saved by the use of dicoumarol, and that 211 pa- 
tients were spared the experience of venous throm- 
bosis and pulmonary embolism. 

The respective virtues of venous ligation and 
anticoagulants have not been determined in a 
manner which is wholly satisfactory. With one 
minor exception it appears that the expert use of 
anticoagulants produces results which exceed those 
which follow ligation of the veins. 

Medicine is on the threshold of new and satisfying 
experiences with methods for preventing and treat- 
ing intravascular thrombosis. 





Neuhof, Harold, and Seley, Gabriel P.: Acute 
Suppurative Phlebitis Complicated by Septi- 
cemia. Surgery, 1947, 21: 831. 

Acute suppurative phlebitis of large venous 
trunks was studied in 93 patients both before and 
during the era of penicillin and sulfonamides. 
Suppurative phlebitis was usually secondary to a 
suppurative lymphadenitis or to extension from 
involved smaller venous radicles. In 6 cases, phle- 
bitis followed after a cut-down or a prolonged intra- 
venous infusion. Suppurative phlebitis involving 
major venous trunks occurred at the following sites; 
the extremities, the neck, and the region drained 
by the portal vein. 

In every case in the present series the etiology 
of the septicemia was the phlebitis. Gross pathol- 
ogy of the diseased vein was classified according to 
4 general types; the thrombophlebitic, the phleg- 
monous, the pyophlebitic, and the periphlebitic 
type of vein. Severe phlebitis without thrombosis 
was also described. On microscopic examinations 
acute suppurative thrombophlebitis was present in 
84 per cent of the specimens with bacteria demon- 
strable either in the vessel wall or in the thrombus. 
A typical clinical picture of septicemia was always 
associated with the thrombophlebitis and _ the 
severity of the disease did not appear dependent 
on any blood culture features. Positive blood cul- 
tures with streptococci or staphylococci as the pre- 
dominating organisms were obtained in 63 per cent 
of the cases. In portal vein phlebitis, positive blood 
cultures were obtained in 10 of 17 cases. Hepatic 
vein phlebitis was not necessarily associated with 
pylephlebitis. 

The diagnosis of suppurative phlebitis with 
septicemia was made in seven-eighths of all cases on 
the basis of an inflammatory focus, in two-thirds of 
all cases because of the presence of chills, and in 
five-eighths of all cases after positive blood cultures 
were obtained. Bacterial endocarditis must be 
carefully excluded in the differential diagnosis. 

Operative interference was indicated in the cases 
in which cure was not effected by means of peni- 
cillin or sulfonamides and in the cases in which 
only a partial effect was obtained from the latter 
drugs. Treatment consisted of excision of the in- 
volved vein whenever possible. Surgical principles 
involved in such excision required liberal exposure 
of the vein, its complete dissection into normal 
areas proximally as well as distally, and its ligation 
without regard to size or anatomical importance. 

BENJAMIN G. P. SHAFIROFF, M. D 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Martineau, P. C., and Hartman, F. W.: Extensive 
Cutaneous Burns. J. Am. M. Ass., 1947, 134: 429. 


The most important pathologic lesions in the 
kidneys following extensive burns in the animal and 
human series of cases reported were found to be: (1) 
degenerative changes in the tubules; (2) congestion 
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of the capillaries and venules; (3) tubular casts of 
the products of intravascular hemolysis, and (4) 
lesions due to infection. 

The 2 principal pathologicophysiologic mecha- 
nisms which are believed to cause this damage are 
shock and intravascular hemolysis. The signi- 
ficance of shock is twofold; prolonged shock pro- 
duces irreversible tubular degeneration and causes 
extrarenal uremia. With a fall of the systolic blood 
pressure of 50 per cent the volume of the blood circu- 
lating through the kidney may be reduced 95 per 
cent. The result is oliguria or anuria with extra- 
renal azotemia. 

The significance of intravascular hemolysis is 
less well understood. 

Precipitation of hemoglobin in the renal tubules, 
and hence renal tubular necrosis, is primarily de- 
pendent on antecedent damage to the tubules and 
not on the acidity or alkalinity. of the urine or the 
amount of hemoglobin in the blood. This antecedent 
damage to the kidneys may be produced by ischemia 
shock, or chemical poisoning. It is etiologically 
nonspecific. 

There is a striking similarity between the hema- 
turic “burn” kidney and the renal observations in 
other conditions characterized by intravascular 
hemolysis, such as those following incompatible 
transfusions of blood, hemolytic reactions to sul- 
fonamide therapy, and malaria. The “crush syn- 
drome” kidney, in which casts of a myohemoglobin 
are present exhibits a comparable picture. 

It may be stated that, while the renal lesions 
following extensive cutaneous burns are usually of 
a minor, secondary, and probably reversible char- 
acter, with little danger to the patient, in a minority 
of cases more serious lesions are caused by pro- 
longed shock or by a combination of shock and 
intravascular hemolysis, or by infection, and these 
may lead to renal insufficiency, renal destruction, 
and death. Harry W. Fink, M.D. 


Gershberg, Herbert: Some Observations on War 
Wounds; with Particular Reference’ to 
“Stormy Fermentation.’’ Mil. Surgeon, 1947, 
100: 505. 

Gas gangrene was studied by laboratory methods 
_after débridement in 170 war wounds. Muscle smears 
as well as tissue cultures were taken in all of the cases. 

Cultures were incubated both in a milk media and in 

Brewer’s fluid thioglycolate. Positive fermentation 

was found in 69 per cent of the wounds of the upper 

torso, and in 70 per cent of the wounds of the lower 
torso which were in the majority. Muscle smears 
were positive in 29 per cent of the injured who were 
subjected to débridement within 12 hours of wound- 

ing, whereas in those cases with débridement from 24 

to 48 hours later positive fermentation occurred in 

78 per cent. Muscle smears were of value in deter- 

mining the relative degree of anaerobic contamina- 

tion and ini the detection of cases of anaerobic 
cellulitis. In 83 per cent of the smears showing 


clostridia welchii, diplococcal and _ streptococcal 
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forms were also present. Penicillin given preopera- 
tively and prophylactically did not delay the growth 
of organisms obtained by débridement. Hence the 
author was unable to evaluate the effect of penicillin 
in wound prophylaxis. Further, of 14 casualties \. ith 
proved gas gangrene, 8 had received varying amounts 
of penicillin prophylactically. 
BENJAMIN G. P. SHarrrorr, M.D. 


Aristovski, V. M.: Anaerobic Wound Infection. 
Am. Rev. Soviet M., 1947, 4: 388. 


From experience in the recent war the value of bed- 
side bacteriologic analysis in instances of gas gangrene 
has been seriously questioned. This stems from such 
factors as variations in technique and in the failure 
of bacteriologic studies to provide an early and rapid 
recognition of anaerobic infection. Moreover, bac- 
teriologists and clinicians are at variance as to the 
interpretation of findings. Whereas surgeons regard 
the presence of the Bacillus perfringens in a wound 
with a normal exudate as an indication for ener- 
getic treatment against impending gas gangrene, the 
author believes this is unjustified since from 80 to 
go per cent of the wounds containing the Bacillus 
perfringens do not eventuate in gas gangrene. Fun- 
damentally, the mere presence of a pathogenic micro- 
organism in itself, without concomitant predisposing 
factors, is insufficient cause for alarm. Thus, gas 
gangrene is a Clinical entity for which the bacteriolo- 
gist may supply supplementary information. 

For treatment to be most effective, a rapid diag- 
nosis is essential. This has justifiably placed a de- 
mand for reports within 24 hours, a demand which 
seldom can be met if accuracy is not to be compro- 
mised. It presently requires from 3 to 4 days for a 
complete report, which should include the study of 
aerobic as well as anaerobic microflora, and not only 
should a pure culture of the anaerobic agent be iso- 
lated from the wound but identification must be 
made on the basis of morphologic, cultural, biochem- 
ical, pathogenic, and serologic properties. 

At present the need of a rapid method is admitted. 
Special media for the Bacillus perfringens obviate 
the need of isolating this organism in pure culture for 
study but, unfortunately, no analogous cultural tests 
for the other agents of gas gangrene are available. 
The specificity of serologic reactions, such as agglu- 
tination, suggested another method which did not 
meet expectations because of the great variability of 
serologic types of pathogenic anaerobes. 

The situation is considerably better in regard to 
the immunologic reactions of gas gangrene toxins, 
which are characterized, as a rule, by species specifi- 
city (except Bacillus perfringens) and are independ- 
ent of the serologic type. Toxin specificity has been 
used for rapid diagnosis but it is still too early to 
judge its clinical value. Preliminary data indicate 
that the test works in pure infection, but in mixed (as 
in the majority of human cases of gas gangrene), the 
results are equivocal. Therefore, specific toxins 
cannot be neutralized by antigangrene sera 

Davip H. Lynn, M.D. 
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Farrington, Robert F., Hull-Smith, Harriet, Bunn, 
Paul A., and McDermott, Walsh: Streptomycin 
Toxicity. J. Am. M. Ass., 1947, 134: 679. 

The principal value of streptomycin probably will 
be in the treatment of subacute and chronic infections, 
notably tuberculosis, in which it will be necessary to 
administer the drug for long periods. In all reports 
there is agreement that the impure drug is well toler- 
ated but occasionally untoward reactions of variable 
severity occur. Four general types of toxic reaction 
have been seen: the so-called histamine reaction, 
characterized by flushing, headache, and an abrupt 
fall in arterial pressure; various manifestations of 
anaphylaxis; a neurologic disturbance characterized 
by vestibular dysfunction and occasionally by deaf- 
ness; and evidences of renal irritation manifested by 
cylindruria and occasionally accompanied by im- 
pairment of renal function. It is thought the so-called 
histamine reaction is the result of impurity. The 
hepatic and renal lesions are apparently reversible in 
some cases. 

The authors report an investigation in a group of 
human subjects who underwent a 4 month period of 
continuous therapy with highly purified streptomycin 
sulfate. Four lots of streptomycin, each consisting of 
t kgm., were used. The final product used in the in- 
vestigation was at least 95 percent pure. The material 
was dissolved in 2 c.c. isotonic solution of sodium 
chloride prior to injection, and the pH of the resulting 
solution was 6.0. Sixteen adults with active pulmo- 
nary or acute hematogenous tuberculosis were the 
experimental subjects. The group consisted of 4 
negroes, 11 white persons, and 1 Chinese. Subse- 
quent to this study, an additional 15 patients have 
been treated with this same preparation for periods 
shorter than 120days. The subjects remained in bed 
throughout the period of the investigation and were 
observed daily for any evidences of drug toxicity. 
Three grams of streptomycin (approximately 45 mgm. 
per kilogram of body weight) were given to each sub- 
ject daily. The total period of therapy was at least 
120 days, except for 2 subjects who died on the nine- 
ty-third and ninety-ninth days, respectively. The 
material was administered intramuscularly at 3-hour 
intervals in individual doses of 0.375 gm. The treat- 
ment was absolutely continuous in 13 of the 16 sub- 
jects. In the remaining 3 the administration of the 
drug was interrupted for periods of 10, 20, and 86 
days. 

The concentration of streptomycin in the blood at 
the end of the 3-hour interval between injections 
ranged from 7 to 30 micrograms per cubic centimeter 
of serum and was usually between 10 and 20 micro- 
grams per cubic centimeter. In 2 specimens of peri- 
cardial fluid and 1 of pleural fluid the concentration 
was about the same as that in serum. None appeared 
in the spinal fluid after intramuscular therapy. 

It was necessary to discontinue therapy in only 2 
subjects because of the manifestation of toxicity and 
in both instances the reactions were anaphylactic in 
type. There was no evidence of local irritation. 
The repeated intrathecal administration of 0.1 gm. 


of streptomycin was well tolerated. Larger amounts 
(from 0.2 to 0.375 gm.) were well tolerated in some 
instances but at times produced untoward reaetions 
of a potentially serious nature. In 2 female subjects 
definite evidence of anaphylaxis developed on the 
ninth day of therapy. This appeared nonspecific and 
was characterized by an itching maculopapular erup- 
tion over the trunk and extremities, increase in tem- 
perature, nausea and vomiting, the development of 
hypotension when administration of the drug was con- 
tinued, and eosinophilia. In both, the evidence of 
sensitivity to the drug subsided within a week. In 
1 subject it was possible to resume treatment without 
reaction 5 weeks after the original institution of 
therapy. The other patient still exhibited evidence 
of sensitivity at the end of the fifth week but was able 
to tolerate the standard regimen 12 weeks after the 
institution of therapy. On the seventy-fourth day of 
the second course of therapy there developed in this 
patient a moderately acute synovitis which involved 
the proximal interphalangeal joints of the hands and 
feet. Streptomycin was continued and the joint symp- 
toms gradually subsided. 

Eosinophilia appeared in 14 of the: iG-subjects at 
some time during the 120 days. A percentage of 
eosinophilia of 5 or more on at least 2 occasions is 
designated eosinophilia. This varied between 5 and 
39 per cent. In all subjects the percentage of eosino- 
phils fell gradually to below 5 within 4 or 6 weeks 
after the cessation of therapy. 

Cylindruria appeared in 14 of the 17 subjects at 
some time during treatment. It was present uniform- 
ly when a highly acid urine was excreted but disap- 
peared when the urine was maintained at a neutral 
or slightly alkaline pH by the administration of so- 
dium bicarbonate. No significant hematuria or al- 
buminuria developed in 15 of the 16 subjects. In 14 
of the 16 subjects the values obtained in the deter- 
minations of renal function all remained within nor- 
mal limits throughout the period of streptomycin 
therapy. Reduction in renal function appeared in 
only 2 persons, and in 1 of these the restoration of 
normal function occurred despite the continued ad- 
ministration of the drug. One patient, however, 
manifested definite evidence of impairment of renal 
function coincidentally with the administration of 
the drug. She had tuberculous pneumonia which 
resolved, and it is conceivably relevant that the 
arrest and subsequent reversal of the renal insuffi- 
ciency of this patient occurred during the same period. 
Three patients examined at postmortem showed no 
change in the kidneys either grossly or microscopi- 
cally. 

Symptoms of vestibular dysfunction appeared 
between the seventeenth and twenty-fifth days of 
therapy in all 16 subjects. This reaction is charac- 
terized by the appearance of a mild headache, which 
disappears within 24 hours and is followed by the 
development of symptoms which resemble vertigo. 
The sensations differ from vertigo in that they seem 
to occur in a linear rather thana circular plane. There 
was considerable variation in the intensity of the 
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vestibular dysfunction in the different subjects. In 
the majority the symptoms were incapacitating. 
The symptoms usually persisted in an acute form for 
from 7 to 10 days and then subsided almost entirely. 
The disappearance of the acute symptoms occurred 
with striking rapidity, sometimes within a period of 
24 hours. In no instance did complete recovery oc- 
cur with the subsidence of the acute symptoms. In- 
stead, the patients entered into a phase in which the 
symptoms were absent during ordinary activity but 
could be evoked momentarily by an unusual stimulus. 
In general, the stage of latent vestibular dysfunction 
persisted for approximately 60 days and then disap- 
peared. In no instance was streptomycin therapy 
interrupted because of vestibular dysfunction. A 
noteworthy feature of the reaction manifested by 
vestibular dysfunction was the fact that nystagmus 
was seldom encountered. 

Deafness developed in 2 patients. The loss of 
hearing was virtually complete in 1 person and 
amounted to more than 50 per cent of total hearing 
in the other. In both instances the deafness oc- 
curred after the repeated intrathecal administra- 
tion of streptomycin for the treatment of tuberculous 
meningitis. No tinnitus or impairment of hearing 
developed during or subsequent to the streptomycin 
therapy in any other of the 14 subjects. Neurologic 
examination was otherwise negative in all of the sub- 
jects. 

Anemia did not occur but leucopenia, without 
granulocytopenia, occurred in 2 subjects in conjunc- 
tion with the occurrence of a drug sensitivity reac- 
tion. It is doubtful if this phenomenon represents a 
toxic reaction to the streptomycin. Thrombocyto- 
penia was never observed. There was no evidence 
that the administration of streptomycin resulted in 
any damage to the liver. Visual acuity was not af- 
fected. 

It is believed that all the reactions are a conse- 
quence to the drug rather than to impurities. 

The authors conclude that the immediate toxicity 
of highly purified streptomycin sulfate on long con- 
tinued administration is sufficiently low to justify 
the use of the drug in the treatment of serious, pro- 
tracted infections, such as most forms of tuberculo- 
sis. However, as streptomycin can produce poten- 
tially serious toxic reactions, it is inadvisable to 
use the drug in the treatment of generally benign 
infections, such as recently acquired pulmonary 
tuberculosis of minimal extent. 

LERoy J. KLEINSASSER, M.D. 


Florey, Lady; Ross, R. W. N. L.; and Turton, E. C.: 
Infection of Wounds with Gram Negative Or- 
ganisms: Clinical Manifestations and Treat- 
ment. Lancet, Lond., 1947, 1: 855. 

The effectiveness of penicillin in eliminating gram 
positive organisms has brought to the fore the prob- 
lem of dealing with gram negative invaders. At first, 
these were considered of minor consequence in wounds. 
Yet, even if their toxemic effects are minimal when 
not introduced into vitally dangerous areas, the 
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present report indicates that their nuisance value in 
impeding repair is high. 

This study concerns the observation of 63 lacera- 
tions involving bone, only 7 of which were completely 
closed by secondary suture or plastic repair, and 10 
superficial wounds. Of the 56 open wounds, 51 were 
found to harbor 1 or more species of gram negative 
bacteria from the second week of wounding onward, 
the other 5 healing comparably to a secondary clo- 
sure. Since all patients received topical penicillin 
from the time of receipt of the injury throughout 
treatment, the gram positive organisms commonly 
considered responsible for major sepsis were of minor 
significance. Clostridia were a problem for a short 
period only. 

In the early stages of uncontaminated gram nega- 
tive infection, no deleterious local effects, such as 
hindrance of epithelial growth, were observed, nor 
were there marked constitutional disturbances, such 
as fever, anemia, sepsis, etc. Its persistence, how- 
ever, caused serious, if at times occult, consequences 
as manifested by a characteristic thin, brownish dis- 
charge which often possessed a putrefactive odor and 
by a tendency toward sinus formation and sequestra- 
tion (21 of 53 cases). Ordinarily if a blood clot re- 
mains sterile, it forms a basis for the ingrowth of 
organizing tissues, but if infected with gram negative 
organisms (Bacterium coli, Proteus, or Pseudomonas 
pyocyanea) disintegration steadily occurs leaving no 
foundation for repair. This appeared to be the reason 
for interference with the process of bony and soft 
tissue repair and the lack of union, The 10 surface 
lesions gave no evidence that gram negative bacteria 
had any clinical significance. Bacterium coli was the 
earliest invader appearing in 50 per cent of all 
wounds examined within the first week, Proteus ap- 
pearing most often in the second week, and Pseudo- 
monas pyocyanea in the third week or later. 

Bacteriological and clinical effects of the daily 
local application of different drugs and therapeutic 
agents of promise were observed. Streptomycin was 
found to be the most effective in removing all 3 gram 
negative organisms both rapidly and permanently. 
Sulfathiazole was effective in eliminating Bacterium 
coli and Proteus to a lesser degree. Sulfamezathine 
had a similar effect on Bacterium coli and Pseudomo- 
nas pyocyanea. The presence of Staphylococcus 
aureus in the wound was almost as effective as the 2 
sulfonamides in reducing the gram negative popu- 
lation; nor was there any evidence that daily applica- 
tion of penicillin increased their number when they 
were the only organisms present. The majority of 
the remaining agents did not produce results con- 
sistent enough for them to be considered with the 
agents already discussed. 

It was emphasized that reduction of infection was 
only obtained by cleansing of the wound in addition 
to the daily applications and by constant attention 
to the guiding principle that to produce the desired 
effect full access to the infected part must be ob- 
tained. Neither operation nor enclosure in plaster- 
of-Paris had any pronounced effect on the infection. 
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The criteria of a satisfactory agent are described as 
effectiveness in vitro against the 3 common varieties 
of gram negative rods, nontoxicity to tissues, stabil- 
ity, solubility in tissue exudates to permit diffusing 
into surrounding infected tissues, and finally mis- 
cibility with penicillin without causing it to deteri- 
orate. Urea, acridine derivatives, such agents as 
parachlorophenol, marfanil, etc. were discussed as 
being unable to meet these demands and were there- 
fore not used. 

The authors conclude that the deliberate use of the 
sulfonamides with penicillin, when necessary, or the 
use of streptomycin could sterilize persistent sinuses 
and permit them to heal rapidly. 

Davin H. Lynn, M.D. 


Higgins, T. Twistington; Browne, Denis; and 
Bodian, Martin: Penicillin for Osteomyelitis in 
Childhood. Brit. M.J., 1947, 1: 757. 


The use of penicillin in the treatment of staphy- 
lococcal infections of the bones and joints of children 
has produced a most striking improvement in results. 
Because of a variation in the treatment from that 
generally advised, the authors present an analysis 
of their findings in three groups of children following 
treatment with penicillin, and surgical intervention 
as necessary. 

Group 1 included 31 cases of acute osteomyelitis. 
In 23 of the children the lesions were located in the 
long bones. Coagulase-positive staphylococcus au- 
reus was grown from the blood stream in 2 cases 
and from abscesses or joints in 12 cases. All of the 
isolated micro-organisms were highly penicillin-sen- 
sitive. Changes in the x-ray picture were not expect- 
ed before the tenth to fourteenth day. A comparison 
was made of the involved limb and the sound limb, 
to detect slight changes. The severity of the radio- 
logical changes was out of all proportion to the clin- 
ical appearances and bacteriological findings. One 
particularly impressive fact was that there was com- 
plete recovery of these changes without drastic sur- 
gery. These early radiological changes showed dis- 
organization of calcium deposition in a living bone 
rather than the actual death of the bone. 

Treatment with penicillin was begun immediately 
after the collection of bacteriological specimens. The 
dosage was 1,000 units per pound of body weight per 
24 hours, given intramuscularly every 4 hours. The 
safest course was to continue the treatment for at 
least 3 weeks, although in many cases less time was 
necessary. 

The surgical treatment consisted of immobiliza- 
tion in plaster in such a way that inspection of the 
affected region and aspiration could be easily per- 
formed. Immobilization was not prolonged much be- 
yond the period of penicillin treatment, and move- 
ment was encouraged as soon as it was painless even 
in patients with marked radiological changes. The 
authors’ method of treatment in 13 of their cases in 
which pus formed outside the infected bone differed 
from that generally followed. In all of these the pus 
was aspirated at intervals governed by the rate of 


re-forming pus. In most cases aspiration was daily 
for the first few days, and after that at longer inter- 
vals when fluctuation could be detected. The pus 
was always replaced by penicillin injections of 2,000 
to 5,000 units. In all cases healing occurred without 
sinus formation. 

The immediate clinical results were most striking. 
Many of the children were in great pain, with high 
temperatures, at the time of their admittance, and 
some were in a comatose state. Within a period of 
48 hours, as a rule, the children were happy again. 

When infected, the blood became sterile in from 4 
to 7 days. The cavities and infected joints were ster- 
ile in less than 3 weeks in all cases. Functional re- 
sults were perfect in all cases but 1. Full movement 
and power in the affected limbs were obtained in 
from 5 weeks to 5 months, according to the severity 
of the condition. There were no recurrences or me- 
tastases in this group of patients. Radiological re- 
sults were the re-establishment of normal bone pat- 
tern. 

Group 2 was composed of 4 cases of acute suppu- 
rative arthritis. Recovery was complete following 
penicillin treatment and aspiration. 

Group 3 was composed of 5 cases of chronic osteo- 
myelitis. This group consisted of patients with a dis- 
charging sinus that led down to bare bone. The in- 
fected bone was exposed and removed completely, 
taking with it a margin of healthy bone. Penicillin 
powder or solution was instilled after all granulations 
had been scraped away. All of the wounds were 
closed, and firm pressure was applied. Healing was 
complete in all cases. There was involvement of the 
rib in 3 cases, of the os calcis in 1 case, and of the 
upper part of the ilium in 1 case. 

The authors note that no particular benefit was 
observed following the local or general use of pen- 
icillin in cases in which all the infected bony and 
soft tissues could not be removed. 

Joun E. Karasin, M.D. 


ANESTHESIA 


Ohlsson, Wilhelm. T. L.: A Study on Oxygen Toxi- 
city at Atmospheric Pressure, with Special 
References to the Pathogenesis of Pulmonary 
Damage and Clinical Oxygen Therapy. Acta 
med. scand., 1947, 128: Supp. 190. 


This monograph presents a review of previous in- 
vestigations regarding the changes which inhalation 
of high concentrations of oxygen cause, and presents 
experiments in this connection in man and animals. 
The results indicate that: 

1. The presence of 3 to 3.5 per cent carbon dioxide 
intensifies the injurious effect of oxygen on the lung. 

2. The occurrence of hypoxemia in animals whose 
lungs had been experimentally injured, in certain cir- 
cumstances, may considerably increase their tolerance 
for oxygen in high concentrations. 

_3- The pulmonary damage in oxygen poisoning 
seems to be caused by a lesion of the capillary wall, 
whereas the pulmonary damage after inhalation of 
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diphosgene, which had been considered to be equiva- 
lent to that caused by oxygen, consists in a lesion of 
the alveoli. 

4. Exposure to oxygen aggravated the condition 
of animals with blast injuries of the lung. 

In interpreting the symptoms produced by expo- 
sure to oxygen in man, the author concludes that sub- 
sternal distress isa manifestation of an injurious effect 
of the oxygen on the pulmonary tissue; and the de- 
crease of vital capacity is due partly to the dilating 
effect of the oxygen on the pulmonary vessels and 
partly to an exudation into the pulmonary tissue, 
caused by oxygen at high partial pressure. 

Attention is drawn to the disturbance of the carbon 
dioxide carrying capacity of the venous blood that re- 
sults when a normal subject inhales pure oxygen. It 
is suggested that the pulmonary damage in oxygen 
poisoning is caused by a disturbance of the carbon di- 
oxide transport in the venous blood. The author’s 
view of the pathogenesis of pulmonary damage may 
be formulated as follows: The oxygen entails an in- 
jurious effect on the lungs when the supply unduly ex- 
ceeds the demand. 

The bearing of such views on oxygen therapy is 
discussed. Long continued treatment of arterial 


anoxia with high concentrations of oxygen can safely 
proceed provided that the administration is adjusted 
to avoid a supersaturation with oxygen in the venous 
blood. The value of the increase of volume of circu- 
lating blood that is believed to occur during the first 
hour of oxygen inhalation is discussed in connection 
with shock. 


Attention is also drawn to the im- 
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portance of the dilating effect of the oxygen on the 
pulmonary vessels, which may aggravate hemorrhagic 
pulmonary damage. 

The author considers that the views set forth may 
provide a more accurate background and open up ex- 
tended possibilities for clinical oxygen therapy. 

Mary FRANCES Por, M.D. 


Cullen, William G., and Griffith, Harold, R.: 
Postpartum Results of Spinal Anesthesia in 
Obstetrics. Current Res. Anesth., 1947, 26: 114. 


The postpartum results of 200 consecutive cases 
of spinal anesthesia for vaginal delivery have been 
carefully studied and compared with a similar 
series of 200 consecutive cases of gas anesthesia 
with cyclopropane or nitrous oxide followed by 
cyclopropane. 

The best results are obtained if the dose of spinal 
anesthetic agent is small and given in dilute solu- 
tion. The authors use 5 or 6 mgm. of pontocaine in 
either 0.10 or 0.075 per cent solution. The incidence 
of spontaneous respiration and optimum oxygena- 
tion of the newborn is greatly increased, and uterine 
blood loss during labor is greatly reduced by the 
use of spinal anesthesia. Headache does not occur 
more frequently after spinal anesthesia than after 
gas anesthesia, but it may be somewhat more 
distressing. 

It is emphasized that the services of a qualified 
medical anesthetist with some clinical experience 
in obstetrics is essential for success in the use of this 
method. Mary FRANCES Por, M.D. 


PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Blair, L. G.: Interpretation of Children’s Roent- 
genograms. Brit. J. Radiol., 1947, 20: 223. 

The author gives an interpretation of roentgeno- 
grams of the various chest conditions in children, with 
the exception of congenital heart lesions. The study is 
based on the appearance of the various abnormal 
opacities and translucencies as seen on the films. The 
diaphragm, ribs and sternum, mediastinum, and 
lungs and pleurae are considered in the said order. 

The position and movements of the diaphragm as 
observed fluoroscopically are important. If the 
whole of one dome is high in position and moves para- 
doxically, Petit’s eventration should be considered. 
Occasionally, difficulty may arise in the case of a 
large diaphragmatic hernia or when there is a con- 
genital absence of one side of the diaphragm. 
Pneumoperitoneum may help to establish the correct 
diagnosis. In subphrenic abscess the dome on the 
side involved is high and shows restricted movement, 
and the.e may be associated pleural or pulmonary 
changes. In obstructive emphysema the diaphragm 
is low. Local bulging of a portion of the diaphragm, 
best visualized in the lateral view, may be due to 
weakness of muscle, a cyst, or an abscess of liver. 

A true diaphragmatic hernia may appear in the 
form of an air containing shadow toward the base of 
the lung and is easily recognized by giving the pa- 
tient a swallow of barium. From the therapeutic 
standpoint a differential diagnosis from congenital 
short esophagus with consequent intrathoracic 


Fig. 1. 
Fig. 1. 


loculus of the stomach is important. In the true 
diaphragmatic hernia the esophagus can be seen 
running around the fundus of the stomach and enter- 
ing the fundus at the normal place (Fig. 1), whereas 
in the congenitally short esophagus, the esophagus 
enters the stomach at the apex of the fundus (Fig. 2). 

Information fromthe appearance of the bony 
structures of the thorax (ribs and sternum) may be 
gained in tuberculosis, rickets, scurvy, tumors, 
xanthomatosis, Albers-Schonberg’s disease, and 
coarctation of the aorta. 

The position and appearance of the mediastinal 
shadow may be of considerable importance. The 
displacement of the mediastinum is best studied by 
fluoroscopic examination. In effusion the displace- 
ment is away from the lesion, whereas in collapse and 
consolidation it is into the side of the lesion. A con- 
stant mediastinal displacement with emphysema of 
the side into which the displacement occurs is indica- 
tive of partial agenesis of the lung. Bronchography 
will help to further substantiate the diagnosis. 

In the presence of a mediastinal enlargement, the 
differential diagnosis in children is usually between 
(1) tuberculous mediastinal glands; (2) glandular en- 
largement, due to either Hodgkin’s disease, lympho- 
sarcoma, or leucemia; (3) enlarged thymus; (4) 
dermoid cyst; (5) paravertebral abscess; (6) dilata- 
tion of the esophagus; and (7) tumors of neurogenic 
origin. The most important signs aiding in the dif- 
ferentiation are discussed. 

The changes in the lungs and pleurae are (1) areas 
of increased translucency and (2) opacities. 


Fig. 2. 


(Blair). Diaphragmatic hernia showing the esophagus running anteriorly 


round the fundus, which indicates that it is of normal length. 
Fig. 2. Congenitally short esophagus. Obstruction being caused by a velum. 
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Fig. 3. 


Fig. 4. 


Fig. 3. (Blair). Hemosiderosis, giving rise to miliary mottling. 
Fig. 4. Encysted effusion in the lesser fissure and the upper part of the greater 


fissure, as seen in the lateral view. 


The areas of increased translucency are due to 
(1) pneumothorax, (2) emphysema, (3) single or 
multiple air containing cysts, (4) cavities, and (5) 
diaphragmatic hernia. 

The opacities may be subdivided as follows: 

1. Mottled opacities, which may be localized to an 
area of lung or may be generalized throughout the 
lung. The former occur in phthisis, although this 
form of tuberculosis is rather rare in children, and in 
patchy pneumonitis. The latter is encountered in 
acute miliary tuberculosis, chronic miliary tuber- 
culosis, leucemia, and in the rare hemosiderosis (Fig. 
2). 

2. Rounded opacities, which may be intrapul- 
monary, when they are caused by: (a) primary 
tuberculous infection, (b) hydatid cyst, (c) congeni- 
tal cyst, (d) solitary secondary deposit, and (e) 
primary neoplasm; and extra-pulmonary, when they 
are caused by: (a) neoplasm, (b) fluid-containing 
cyst, and (c) encysted effusion. 

3. Homogenous nonrounded opacities, situated in 
the pleura. These opacities in children are almost 
always due to either clear effusion or pus in the 
pleural cavity. A roentgen study in both postero- 
anterior and lateral views is indispensable (Fig. 4). 
Encysted interlobar effusions are rare in children. 

4. Opacities of segmental origin. These, the most 
common type of opacities in children, are undoubted- 
ly the result of a mixture of consolidation and collapse 
of the lung. They are seen in (a) inflammatory con- 
ditions such as a true lobar pneumonia, atypical 
pneumonia, and the very common nonspecific pneu- 
monitis; (b) pressure of a tuberculous gland on the 
bronchus, or ulceration of the gland into the bron- 
chus; (c) inhaled foreign body, and (d) primary 
neoplasm. 





5. Linear opacities. Abnormal linear opacities 
encountered in the lungs are caused by accessory 
fissures such as the one associated with the lobe of 
the azygos vein, by fibrosis, by complete collapse of a 
small segment of lung, or by bronchiectasis. 

T. Leucutya, M.D. 


Jamison, H. W., and Carter, R. A.: The Roentgen 
FindingsinEarly Coccidioidomycosis. Radiology, 
1947, 48: 323. 

A detailed roentgen characterization of early co- 
cidioidomycosis has been accomplished largely be- 
cause military necessity required the stationing of 
troops in certain endemic areas. Because the Medi- 
cal Corps was aware of this hazard, thorough case 
studies, including laboratory and x-ray findings, were 
made. 

The diagnosis in endemec areas is not difficult; the 
sporadic cases require an “alertness” on the part of 
the clinician to its possibility. It has been established 
that riding throu gh an endemic area (the San Joaquin 
Valley of California, Arizona, and parts of Nevada, 
New Mexico, and Western Texas) may be followed 
by infection, hence such a diagnosis should be con- 
sidered in any patient having a respiratory infection 
and giving a history of being in or through such an 
area. An intradermal test with the use of a 1 to 10c 
concentration of a potent extract will be positive in 
all but a few of the more severe disseminated infec- 
tions. This presumptive diagnosis is established by 
positive precipitation or complement fixation tests, 
though final proof is obtained by demonstration of 
the organism from sputum culture or guinea-pig in- 
oculations. 

Clinically, influenza and primary atypical pneu- 
monia present somewhat similar symptoms and find- 
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ings, including local or general aching, weakness, sore 
throat, indefinite gastrointestinal disturbance, 
cough, a temperature of from 100 to 102 degrees, a 
white blood count of 10,000 to 12,000, with a mild 
increase in neutrophils. However, in early coccidio- 
idomycosis there is frequently an eosinophilia and 
chest pain is present in a high percentage of the pa- 
tients. 

The fibrile reaction is usually over in from 3 to 10 
days, though a chest roentgenogram may still show 
a considerable residual infiltration. One to 2 weeks 
later from 2 to 20 per cent of the patients develop 
skin lesions, some characteristic of erythema nodo- 
sum, others of erythema multiforme. Acute arthritis 
and conjunctivitis may accompany these allergic 
skin manifestations. 

The roentgen findings in acute primary coccidio- 
idomycosis are not specific. The lesions are quite sim- 
ilar to bronchopneumonia, primary atypical pneu- 
monia, rheumatic pneumonitis, or tuberculosis. A 
roentgenogram of the chest made at the time of onset 
will show some pulmonary infiltration in about go 
per cent of the cases. The degree of infiltration varies 
from slight fuzziness of the hilar shadows to exten- 
sive consolidation of a major portion of a lung field. 
The infiltrations vary in density, are mostly unilat- 
eral, homogeneous, usually hilar or basal in location, 
and show little tendency to lobar distribution. 

If the infection persists, the symptoms (low grade 
fever, weakness, fatigability, chronic cough, chest 
pain, weight loss, and sometimes hemoptysis) may 
closely resemble those of tuberculosis. The roentgeno- 
gram may be misleading if the lesion is in the upper 
lung fields, especially since cavitation also occurs in 
coccidioidomycosis. The differentiation is dependent 
on the bacteriological and immunological findings. 
Although 85 to 90 per cent of the cases clear in from 
2 to 6 weeks, some have persisted for over 2 years. 

Other slowly resolving pulmonary lesions, includ- 
ing histoplasmosis and torulosis, must be excluded. 

Mediastinal adenopathy is uncommon in the usual 
acute transitory infections and is almost never seen 
in the focalized infections of the nodular or cystic 
types; however, approximately one-third of the cases 
of persistent pneumonitis and practically all fatal 
cases have an associated mediastinal adenopathy. 

Pleural effusion is frequently present. It is ordin- 
arily small in amount, and fleeting, but it may be 
massive and persistent. 

Residual coccidioidal foci may persist in the lungs 
as single or multiple nodules 1 to 4 cm. in diameter, 
and sharply circumscribed, or as isolated thin walied 
ringlike cavities 1 to 8 cm. in diameter. The latter 
are sometimes mistaken for congenital cysts. Cases 
resulting in nodule formation are usually no more 
severe or prolonged than those in which the infiltra- 
tion clears completely, the exception being those pre- 
senting multiple areas of infiltration followed by 
multiple nodule formation; in these cases the onset 
is typically quite severe. By contrast, those cases in 
which cavities develop present typically more severe 
initial symptoms. Cavitation may develop from the 


area of the pneumonitis or from the excavation of 
nodules; in the latter case the cavities are usually 
smaller and have thicker walls. Cavitation and/or 
nodule formation may occur in from 3 weeks to 3 
months after the initial pneumonitis. The nodules 
and cavities are benign in character and are uniform- 
ly slow in evolution, some lasting as long as 2 years, 
with no appreciable change in size. Some of the nod- 
ules eventually calcify. These residual foci are usual- 
ly found on routine examinations. The roentgeno- 
grams are in marked contrast to the clinical and 
laboratory findings, which are normal. In the pres- 
ence of cavitation, however, the organism is usually 
recovered from the sputum with no difficulty. Most 
coccidioidal cavities are easily identified in endemic 
areas. The typical finding is a solitary thin-walled 
ringlike shadow without surrounding infiltration. In 
a few cases, however, the condition cannot be differ- 
entiated from tuberculosis; in other cases it resembles 
a pyogenic infection. 

The roentgen findings in disseminated coccidioidal 
infections are primarily those of mediastinal adeno- 
pathy associated with varying degrees of pulmonary 
infiltration. Massive confluent miliary disease may 
be present with multiple areas of bone destruction. 
The chronic form of the disseminated type of the 
condition may have draining sinuses or chronic coc- 
cidioidai osteomyelitis. R. B. Lewis, M.D. 


Welin, S.: The X-Ray Diagnosis of Cholesteatoma 
in the Temporal Bone. Brit. J. Radiol., 1947, 20: 
192. 

As a rule, cholesteatoma cannot be diagnosed 
roentgenologically until bone destruction has set in. 
Therefore a detailed anatomical picture of the tem- 
poral bone obtained in several projections is essential. 

The author uses the four projections of Runstrom 
together with the projection of Towne which permits 
a simultaneous viewing of both sides. 

In the projection of Towne the roentgenogram is 
made with the patient lying on his back, the chin a 
little drawn in, and the central ray tilted 35 degrees 
toward the feet. 

In the four projections of Runstrom the following 
procedure is applied: 

In the first and second projections the patient is 
lying on his side and stereoscopic roentgenograms are 
made with the central ray tilted 15 and 35 degrees, 
respectively, toward the feet. In the third projec- 
tion, which is a modification of the original Stenvers’ 
projection, the patient likewise lies on his side but the 
central ray is tilted from behind forward at an angle 
of 30 degrees and from 5 to 10 degrees cranially. The 
fourth projection is the well known standard sub- 
mentovertical projection. 

The author describes in detail the roentgen ap- 
pearance of the various structures of the temporal 
bone in all these projections, and uses photographs of 
anatomic specimens and typical roentgenograms for 
the purpose of illustration. 

The roentgen diagnosis of cholesteatoma was orig- 
inally considered easy, but experience shows that 
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many great difficulties are involved, especially when 
the cholesteatoma is located in pneumatized bone 
structures. 

One may consider the following findings as rather 
characteristic: the sharp definition, angularity, and 
polygonal shape of the cholesteatoma cavities; their 
occurrence in temporal bones with reduced pneu- 
matization; and the presence of a linear calcareous 
zone between the cholesteatoma and the surrounding 
bone tissue. The author found that there are some 
other roentgen findings which may also be used ad- 
vantageously. These vary according to the site of 
the cholesteatoma in the external auditory canal, 
attic, aditus, eustachian tube, or antrum. 

A cholesteatoma of the external auditory canal is 
rarely subjected to roentgen examination, unless an 
extension into the tympanic cavity is suspected. An 
enlargement of the external auditory canal as com- 
pared to the opposite side and superficial destruction 
of the walls are occasionally noted. 

The cholesteatoma of the attic may lead to 3 differ- 
ent pictures: at times there is a destruction of the 
lateral wall, at other times the destruction is localized 
in the ceiling, and, last, if the cholesteatoma grows 
backward toward the aditus there may be destruc- 
tion of the walls of the aditus. If a cholesteatoma 
develops in the epitympanic recess a well defined 
spikelike or rounded defect is observed in the lower 
margin of the attic. 

The cholesteatoma of the aditus is characterized 
mainly by an enlargement of the aditus. Later this is 
followed by destruction of the walls and extension 
into the antrum cavity. In practically half of the 
author’s cases a diagnosis of cholesteatoma was made 
on the basis of changes in the aditus alone. 

In cholesteatoma of the eustachian tube a typical 
finding is a pathologic dilatation of the tube with 
sharp outlines. 

A cholesteatoma in the antrum is diagnosed with 
some difficulty since the size of a normal antrum 
varies to a great extent. The problem is further com- 
plicated if the temporal bone is pneumatized. The 
projection of Towne (or the almost identical projec- 
tion of Holmes) helps here considerably because it 
permits a comparative study of the two sides. If the 
cholesteatoma cavity is small, diagnosis is impossible 
provided there is not also a pathological enlargement 
of the aditus. If the destructive zone is large, a differ- 
entiation from abscess cavity must be considered. A 
sharp circumscribed margin of the cavity with asso- 
ciated changes in a sclerotic temporal bone is indica- 
tive of cholesteatoma. T. Leuvcutia, M.D. 


List, Carl F., and Hodges, Fred J.: Differential 
Diagnosis of Intracranial Neoplasms by Cere- 
bral Angiography. Radiology, 1947, 48: 493. 

Due to differences in vascularization of intracranial 
tumors, angiography not only permits a localization 
of most tumors but also furnishes information as to 

the nature of the neoplasm by demonstrating a 

specific vascular pattern. In this respect the method 

is decidedly superior to ventriculography. 
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Egas Moniz and his pupils were the first to describe 
characteristic angiographic findings in angiomas, 
meningiomas, and certain vascular gliomas, whereas 
in cysts, abscesses, and cholesteatomas they noted a 
conspicuous absence of the blood vessels. Later similar 
observations were made by other investigators. 

The authors in a series of 125 cases at the Univer- 
sity of Michigan ‘Hospital found a typical vascular 
pattern in the following groups: angioma, meningi- 
oma, glioblastoma, and certain types of astrocytoma. 
It must be mentioned, however, that a negative re- 
port does not necessarily permit an exclusion of these 
lesions, but a positive report is almost pathognomonic. 

Angioma (8 cases). Most of the lesions in this 
group are arteriovenous malformations. The angio- 
grams as a rule show one or several enlarged and un- 
usually tortuous arteries leading to a tangle of smaller 
vessels from which one or more greatly dilated and 
redundant veins emerge. Because of the numerous 
arteriovenous connections the entire vascular mal- 
formation is visualized during the arterial phase of 
the angiography and there is no filling during the 
venous phase. Other characteristic signs are that 
vascular malformations, in contrast to true neo- 
plasms, do not displace the uninvolved cerebral ves- 
sels and that angiomatous vessels are far more bizarre 
in size than those encountered in vascular neoplasms. 
Cavernous angiomas of the brain without associated 
vascular malformation are rare and their angio- 
graphic appearance is inconclusive. The authors did 
not have a chance to observe an intracranial angio- 
blastoma which occurs almost exclusively in the 
cerebellum. 

Meningioma (20 cases). The angiographic pattern 
of the meningiomas depends somewhat on the loca- 
tion of the tumor. As a whole, since most meningi- 
omas are demarcated and globular, they cause a 
characteristic type of vascular displacement. The 
cortical arteries in contact with the tumor appear to 
be distended and separated from one another, where- 
as the arteries of the adjacent compressed brain are 
crowded together and form a concentrically arranged 
corona around the lesion. In frontoparietal men- 
ingiomas this is best demonstrated in anteroposterior 
arteriograms, whereas in meningiomas of the olfac- 
tory groove the appearance is visualized to greater 
advantage on the lateral arteriogram. Since the 
meningiomas obtain their blood supply from both 
the external and internal carotid (and vertebral) 
systems, a combination of angiography of the exter- 
nal (or common) carotid artery and of the internal 
carotid artery is of definite value. The external 
carotid artery provides the extracranial and dural 
circulation of the meningiomas. The supplying 
arteries are apt to be enlarged and tortuous; they end 
in a dendritic cluster of smaller vessels which often 
perforate the bone leading to negative imprints in 
the calvarium on the simple roentgenograms and to a 
nerve end-like arborization on the arteriogram. The 
internal carotid (and less frequently the vertebral) 
artery supplies the intracranial circulation of the 
meningioma. Besides the normal but displaced corti- 
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cal arteries, one may observe one or multiple newly 
formed ‘‘tumor vessels” which split up into finer 
branches, giving on the arteriograms a paint brush or 
flower spray appearance. The venogram shows large 
but short veins with many tributaries along the cir- 
cumference of the tumor in a garland or claw-like 
fashion. Not infrequently, due to the very rich 
capillary vascularization of the meningioma, a rather 
diffuse opacification silhouetting parts of the growth 
or even the entire growth is observed. 

Glioblastoma (55 cases). According to various in- 
vestigators glioblastoma leads to a typical angi- 
ographic appearance in 40 to 64 per cent of the cases, 
when the peculiar vascular pattern is directly pathog- 
nomonic. Hardman distinguishes four different 
zones of blood vessel structures in glioblastoma 
which is an infiltrating tumor often undergoing ex- 
tensive central necrosis. There are: (1) the zone in- 
cluding the brain tissue adjacent to the neoplasm in 
which the vascular pattern is normal, although some- 
what dilated; (2) the invading zone showing glomeru- 
loid, microaneurysmal disruption of the angioarchi- 
tecture; (3) the deeper still viable zone containing 
sinusoid vessels, larger in size but fewer in number; 
and (4) the central necrotic or cystic zone in which 
are blood vessels which are thrombosed and hyalin- 
ized. The angiographic changes are observed in the 
second and third zones. The authors describe two 
types of special vascular pattern. In the first type, 
the network of the fine crisscrossing capillaries and of 
the few larger sinusoid vessels resembles the roent- 
genographic picture of a normal lung, although it is 
more irregular and spotty. The second type is 
characterized by a very coarse and bizarre appear- 
ance of the blood vessels similar to that seen in the 
arteriovenous malformations, but no well defined 
afferent arteries and efferent veins can be distin- 
guished, and there is always displacement of the 
adjacent normal vessels of the bulk of the tumor. 

Astrocytoma (12 cases). Since astrocytoma has a 
tendency to interstitial liquefaction and formation of 
cysts, the blood supply is relatively scanty and there- 
fore it is not demonstrated too well by either histo- 
logic or angiographic methods. In addition, there is 
extensive stretching and spreading of the larger and 
medium-sized cerebral arteries. 

The conclusion is reached that in the four groups of 
tumors described a preoperative study of the vas- 
cularity of the lesion is of great aid not only for 
establishing surgical indications but also for planning 
the operative attack. T. Levcutta, M.D. 


Gardini, G.: X-Ray Therapy of Operable Cancer of 
the Vocal Cords. Eighteen cases Treated in the 
Period from 1921 to 1940 (La réntgen-terapia del 
carcinoma della corda vocale operabile. Su 18 casi 
trattati dal 1921 al 1940). Radiol. med., Milano, 
1947, 33: 225. 


Surgical removal is the accepted method of treat- 
ment of endolaryngeal tumors, x-ray therapy being 
used only for inoperable tumors, postoperative re- 
currences, or metastases in the lymph glands. 


Cancer of the vocal cords appears in the form of 


pedunculated tumors, leucoplakia, or ulcers, and may 


spread toward the anterior or posterior commissure. 
Carcinoma of the vocal cords is considered a radio- 
sensitive tumor, and Coutard suggested various 
methods of treating it. From 6,000 to 7,000 cutaneous 
roentgens may be applied within 9, from 13 to 16, or 
50 days in the form of daily treatments. In order to 
avoid epidermitis it is generally advisable to reduce 
the daily dose and to prolong the duration of the 
entire treatment. The author uses the following 
technique: 180 kv., 1 mm. of copper as filter, 10 ma., 
from 50 to 60 cm. focal distance, 200 roentgens daily, 
alternation of the port of entry, and the use of only 2 
irradiation fields. The entire skin dose ranges from 
6,000 to 8,000 roentgens and is given within 6 weeks. 
The author reports 18 cases in which operable 
cancer of the vocal cords was treated with x-rays 
with good results. Twelve patients were alive 5 years 
after treatment. JosepH K. Narat, M.D. 


Garland, L. H.: Pulmonary Sarcoidosis: The Early 
Roentgen Findings. Radiology, 1947, 48: 333. 


The pulmonary manifestations of sarcoid include 
lymph node enlargement, miliary or nodular lung 
densities, or a combination of nodal enlargement and 
pulmonary infiltration. The disease is insidious in 
onset and tends to run a chronic relapsing course. 
Usually the constitutional symptoms are mild,though 
occasionally severe, even fatal, cases occur. 

The author has summarized the literature in 
respect to the histological changes and the pulmonary 
findings. He presents 36 cases of sarcoidosis, 33 of 
which were verified by histological examination. 
Several were discovered incidentally in routine 
roentgenograms of the chest. Approximately one- 
half of the patients were in their twenties; the others 
ranged from 11 to 74 years of age. Twenty-two 
were females, 14 were males; 21 were white, 15 were 
colored. Ten patients had only pulmonary lesions. 
The pattern of lung involvement was extremely 
variable, ranging from true miliary densities, through 
coarse nodulations and apparent linear fibrosis, to 
coalescent cirrhotic or pneumonic shadows. There 
is nothing characteristic in the findings in the 
individual cases. The miliary or nodular lesions are 
due to aggregations of sarcoids in the lung paren- 
chyma. The linear lesions may be due to sarcoid 
lymphangitis, to lymphedema, to congestion, or 
occasionally to fibrotic changes. 

Combined pulmonary lesions and lymphadenop- 
athy were present in 13 cases. Hilar or mediastinal 
lymphadenopathy, or both, without pulmonary in- 
volvement was present in 11 cases. In the latter 
group 6 patients showed bilateral hilar, plus right 
paratracheal, adenopathy; 3 showed hilar adenop- 
athy alone; 1, paratracheal adenopathy alone; and 
1, hilar plus left paratracheal adenopathy. Of 2 
patients without chest findings, 1 died in a short 
time of generalized sarcoidosis, and the other de- 
veloped hilar adenopathy after a 3 weeks’ period of 
observation. 
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The lymph node enlargement seemed to follow a 
rather set pattern in approximately 62 per cent of 
the patients in these last two groups (13 of 21). 
This pattern has not previously been described and 
consists of bilateral fairly symmetrical hilar enlarge- 
ment combined with right paratracheal enlarge- 
ment. The combination is called the “sarcoid type”’ 
of adenopathy. 

The nature of the “primary” or “‘first re-infection 
type’’ sarcoid lesion in the lung has not been estab- 
lished. Some have stated that the early pulmonary 
lesion is a diffuse miliary one; however, in 2 definite 
and 12 probable early cases, the author found the 
following distribution: disseminated miliary lesions, 
1; nodular lesions (diffuse or localized), 3; nodular 
or linear parenchymal densities with adenopathy, 
6; adenopathy alone, 4. The impression is that there 
is more chance of the primary pulmonary mani- 
festation of sarcoidosis being one of combined paren- 
chymal densities plus lymphadenopathy than there 
is of its being purely a miliary parenchymal process. 

The diagnosis of sarcoidosis remains largely a 
histological procedure, though certain roentgen 
findings, combined with clinical information, are 
very suggestive. These are mentioned in the follow- 
ing order of frequency: (1) bilateral hilar and right 
paratracheal adenopathy, with or without associated 
pulmonary infiltration or nodular densities; (2) 
widely disseminated pulmonary miliary or nodular 
densities without calcification in a person clinically 
well; (3) massive enlarged hilar nodes (potato 
nodes) in an apparently well person. The presence 
of associated lesions in the peripheral nodes, skin, 
and uveal tract is quite helpful in the diagnosis. 
Classical cystic changes in the bones usually occur 
in about 1o per cent of the cases, and an additional 
1o per cent show coarse trabeculae with cortical 
thinning due to infiltration of the marrow, with 
hard tubercles and fibrous tissue. Short case histories 
are included. R. B. Lewis, M.D. 


Sosman, Merrill C.: Venous Catheterization of the 
Heart. I. Indications, Techniques, and Errors. 
Radiology, 1947, 48: 441. 


Catheterization of the right heart is most useful in 
the study of hemodynamics, both in establishing the 
normals for physiological variations and the changes 
in varied forms of heart failure, cardiopulmonary 
disease, and shock. It is valuable, also, in helping to 
establish the diagnosis more accurately in congenital 
heart disease. In addition, the method has been used 
in the study of cerebral, renal, and hepatic physiol- 
ogy in health and disease by the collection of samples 
of blood from the jugular, renal, or hepatic veins, as 
desired. 

The technique of performing venous catheteriza- 
tion of the heart has already been published. At 
present a single lumen catheter, size 9 French, made 
of woven silk, and radiopaque, with the orifice at the 
tip, is used. It is from 100 to 125 cm. in length, flexi- 
ble, and yet stiff enough so that it can be rotated by 
twisting the exposed end without buckling. It should 
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have a slight curve or bend near the tip. Under strict 
aseptic precautions and novocaine anesthesia, an 
incision is made through the skin over the median 
basilic vein in either the right or left antecubital 
space. The catheter is then threaded into the vein, 
advanced under fluoroscopic guidance, and ‘‘aimed”’ 
at the desired area by pushing and twisting the proxi- 
mal end. The catheter is thus passed upward into 
the axillary vein, the superior vena cava, and into 
the right auricle. From here the catheter is manipu- 
lated into the right ventricle. From the right ven- 
tricle the catheter may be introduced through the 
pulmonary valve into the right or left pulmonary 
artery, as desired. In patients with congenital heart 
disease, 2 or 3 samples of blood are withdrawn through 
the catheter from the pulmonary artery, from the 
right ventricle, from the right auricle, and from the 
superior vena cava, and spot films are taken of the 
tip of the catheter in various positions numbered to 
correspond to the numbered samples of blood. The 
samples are analyzed for their oxygen content. Blood 
pressure readings in the various chambers are taken. 

Failure to secure adequate or reliable data from 
this test has been infrequent, only 13 examinations 
of 100 being unsatisfactory. 

FRANK L. Hussey, M.D. 


Holt, John F.: Epipericardial Fat Shadows in Dif- 
ferential Diagnosis. Radiology, 1947, 48: 472. 


The roentgen visualization of fat deposits along 
the left border of the heart, at times completely ob- 
literating the cardiophrenic angle, in adipose persons 
is not uncommon. There are a few articles in the 
literature pointing to the fact that similar roentgen 
shadows may be present along the right border of 
the heart. 

The author, after reviewing 56,000 routine admis- 
sion 35-mm. photofluorograms made at the Univer- 
sity Hospital of Ann Arbor, Michigan, found that 
the incidence of right median base shadows consti- 
tuted 0.6 per cent of the total. From this group he 
selected 14 cases which he briefly describes in the 
text, using a typical roentgenogram for illustration in 
8 cases. 

The shadows of epipericardial fat deposits may 
show considerable variation in size and shape, but in 
general they appear roughly triangular or ovoid with 
the outer margin well defined and somewhat convex. 
Fat, as a rule, is less dense than other soft tissues, but 
against a background of aerated lung the difference 
in density is lost to a considerable degree. The list of 
lesions from which a differentiation must be made 
includes mediastinal tumors, bronchiogenic neo- 
plasms, metastatic tumors, tuberculoma, eventra- 
tion and other anomalies of the diaphragm, dia- 
phragmatic tumor, paraspinal effusion ollowing 
splanchnicectomy, rotoscoliosis, and even a large 
hypertrophic osteophyte. 

Careful examination by several methods is neces- 
sary. Frontal and lateral roentgenograms of regula- 
tion size should always be made and supplemented, if 
necessary, by fluoroscopy and roentgenograms in 
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oblique projections. In the lateral view, the fat pad 
is invariably located at the anterior costophrenic 
sulcus, and the extremities of its smoothly margin- 
ated, bow-shaped posterior border appear to fuse 
gently with the anterior chest wall. Bronchoscopy 
and bronchography may be useful at times. If herni- 
ation of the diaphragm is suspected, a complete ex- 
amination of the gastrointestinal tract, including a 
barium enema, should be made. 

If the diagnosis remains inconclusive, periodical 
checkup roentgenograms are advisable. 

T. Levcutia, M.D. 


Glenn, John C., Jr., and Baylin, George J.: The 
Roentgen Findings in Acute Pancreatitis. Am. 
J. Roentg., 1947, 57: 604. 

Acute pancreatitis is by no means rare, yet the 
clinical diagnosis is made rather infrequently. 

A review of the literature shows that the condition 
occurs preponderantly in males (79 per cent, as 
compared to 59 per cent in females) between the 
ages of 20 to 60 years, and that it is encountered 
mostly in the obese, heavy eaters and drinkers. 

The most important etiologic factors are sum- 
marized as follows: 

1. Infectious origin. (a) Through the lymphatics; 
(b) through the blood stream; (c) through the pan- 
creatic or bile ducts; (d) by direct extension from 
the kidney, gall bladder, etc.; (e) activation of bac- 
teria and toxins in normal glands; (f) as a compli- 
cation in mumps, typhoid, scarlet fever, diphtheria, 
and other diseases. 

2. Noninfectious origin. (a) Reflux into the pan- 
creatic ducts of (1) bile due to stone in the ampulla of 
Vater, spasm of sphincter of Oddi, edema of the 
ampulla of Vater, or diverticulum of the duodenum; 
(2) duodenal contents; (b) erosion of peptic ulcer; 
(c) obstruction of pancreatic ducts due to (1) 
epithelial metaplasia of duct epithelium, (2) tumors, 
worms, calculi; (d) trauma: (1) surgical, (2) anes- 
thesia, (3) accident; (e) vascular accidents: (1) 
embolus, (2) thrombosis, (3) cardiac decompensa- 
tion with vascular congestion; (f) autolysis of pan- 
creas. 

3. Chemical. (a) Arsenic, and (b) alcohol. 

4. Combination of factors. 

The most common etiologic factors are biliary 
tract diseases and alcohol. Weiner and Tennant 
found that in 51 individuals dying during acute 
alcoholic episodes, 25 showed acute pancreatic 
and 2 showed chronic pancreatic lesions. It has 
been shown that the injection of almost any ma- 
terial into the pancreatic ducts is capable of pro- 
ducing pancreatitis. 

Acute pancreatitis is characterized by a sudden 
onset of epigastric pain which is so severe that 
Moynihan calls it a “formidable catastrophe,” by 
nausea, vomiting, distention, and signs of collapse. 
However, these findings are also observed in biliary 
tract disease, perforated viscus, and intestinal ob- 
struction, a fact which often makes differential 
diagnosis very difficult. The most valuable sign 


pointing to acute pancreatitis is the sudden onset of 
severe pain, commonly after a hearty meal or a 
drinking bout. 

The most frequent labotatory findings are those 
resulting from the effects of dehydration. In some of 
the patients a high fasting blood sugar level is found. 
The serum amylase and lipase, and the urinary 
diastase determinations are, according to Whipple, 
Skoog, Polowe, and other investigators, of certain 
diagnostic aid. 

The authors also give a detailed description of the 
anatomy of the normal pancreas and discuss at 
length the pathology of acute pancreatitis. 

The roentgen findings in acute pancreatitis are 
characterized by regional abnormalities induced 
because of the strategic anatomic relationships of 
the pancreas. Case, and more recently Metheny, 
Roberts, and Stranahan, reported a number of 
roentgen changes associated with pancreatitis. 
The authors agree with most of the changes but 
they think that the stress placed on the atony of the 
duodenum is exaggerated. True, they have found in 
some cases an atonic bulb filled with gas, but more 
often there was a rather persistent spasm of the 
duodenal loop associated in some with contour 
changes, and in others with no such changes. The 
authors also believe that some alterations occur in 
the mucosal relief and the peristaltic function of the 
proximal jejunum, or the part of the colon in 
direct contact with the pancreas, giving rise to con- 
stant areas of spasm intermingled with apparent or 
real dilatation and a coarsening of the folds. 

The authors summarize the roentgen findings in 
acute pancreatitis as follows: If the head of the pan- 
creas is enlarged, the duodenal loop is widened, the 
valvulae conniventes are flattened, the inverted 
3” sign of Frostberg may be present, and there may 
be a spasm of the duodenal loop. In addition, there 
may be a pressure defect or a spastic area of the 
transverse colon, and some of the small intestine 
may show alternate areas of spasm and dilatation. 
The foramen of Winslow may become sealed off, 
leading to a collection of fluid in the lesser omental 
sac with displacement of the stomach. An obstruc- 
tion of the common duct may lead to enlargement 
of the gall bladder and liver. The neck of the pan- 
creas is in close proximity to the bulb and pylorus 
and its involvement would produce distortion and 
displacement of these organs. The body of the 
pancreas is in relationship with the stomach, 
duodenojejunal flexure, small intestine, left flexure 
of the colon, pillars of the diaphragm, left kidney 
and aorta, and other blood vessels. A pressure ef- 
fect on all of these organs may lead to manifold 
changes. Rather important findings are the fluid 
at the left base due to the diaphragmatic relation- 
ship and the obliteration of the left psoas and renal 
shadows secondary to edema or inflammation of the 
soft tissues. The tail of the pancreas contacts the 
diaphragm, splenic flexure of the colon, and the 
spleen. Corresponding changes may occur in these 
organs. 
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It should be remembered that a duodenal divertic- 
ulum, although not particularly alarming, when 
buried within the pancreatic substance and in- 
flamed, may lead to pancreatic disease. 

A bibliography of 34 articles is appended. 

T. LEvcutt1a, M.D. 


Brailsford, J. F.: Some Experiences with Bone 
Tumors. Brit. J. Radiol., 1947, 20: 129. 


The author reviews to cases from his files to illus- 
trate certain pitfalls in the diagnosis of tumors of 
bone. 

Case 1. A girl, age 14, was first seen in December, 
1944. She complained of a tender swelling over the 
upper left arm which followed a severe blow 7 weeks 
previously. A roentgenogram revealed multiple regu- 
lar periosteal accretions over the anteromedial aspect 
of the upper third of the humeral shaft. The com- 
pact bone was broken and irregular, and the cancel- 
lous tissue was blurred. The findings were considered 
compatible with Ewings sarcoma; however, in view 
of the recent trauma the author believed that the 
lesion was probably inflammatory. The Wassermann 
reaction was positive. A course of sulfathiazole and 
antileutic therapy was started. Films made October, 
1946 showed the humeral shaft restored to normal. 
The author believes that the Wassermann reaction 
should be obtained in all bone tumors since syphilitic 
lesions may simulate many other pathological condi- 
tions. Multiple linear periosteal accretions may be 
due to syphilis, tuberculosis, bone sepsis, or Ewings 
sarcoma. 

Case 2. A girl, age 6, with a painful swelling over 
the right upper arm was observed for several weeks 
and was then discharged with a diagnosis of sarcoma 
with multiple metastases in the lung. The roentgen- 
ograms ‘analyzed by the author showed marked 
changes in the upper half of the humeral shaft (dia- 
physis only) which had fractured. The disintegra- 
tion of the bone and the periosteal reaction was in- 
distinguishable from osteomyelitis but there were 
multiple rounded secondary lesions in the lungs which 
were very suggestive of sarcoma. In view of the hope- 
lessness of any operative procedure, the patient was 
treated with sulfathiazole in the hope that the lesion 
was inflammatory. The lesions progressed for 2 or 3 
months, then started to improve. By the end of 6 
months the patient was entirely well clinically and 
the roentgenograms were normal. Although the di- 
agnosis in this case was never established, the com- 
plete cure of an apparently hopeless case is rernark- 
able. 

Case 3. A young man, age 25, returned from India 
with the complaint of a lump in the lower left thigh. 
Radiographs showed an ill defined destruction of the 
superficial and medullary outlines of the femoral 
shaft at the junction of the middle and lower thirds. 
There were ill defined linear spicules at right angles 
to the cortex, arranged in a fusiform shape, and some 
deep soft tissue swelling and multiple linear perios- 
teal accretions along the cortex. The chest was clear. 
The destruction increased during the next 2 months. 
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X-ray therapy was given during the next 4 months. 
The response was excellent. Five months after ther- 
apy, roentgenograms revealed a lesion of the femur 
which, because of sharp outline, appeared benign. 
There was no change during the next 6 months. At 
the end of this period there was evidence of localized 
extension in the shaft of the femur. Three months 
later there were metastatic lesions involving the fifth 
lumbar vertebra and pelvis. The limb was then am- 
putated at the hip joint. The histological sections 
were reported as secondary carcinoma, probably of 
bronchial origin. The author believes that before sur- 
gery is resorted to, a thorough search for possible 
metastases should be made, particularly in areas in 
which the patient complains of pain. 

Case 4. A boy, age 14, had progressive painless en- 
largement of the lower half of the right thigh. The 
radiograph showed separation of the lower femoral 
epiphysis, and multiple periosteal accretions about 
the lower end of the shaft. There were some bone 
fragments and amorphous calcium deposits in the 
soft tissue. The clinical and radiological evidence 
pointed to a fracture through a sarcomatous lesion, 
but because of paralytic deformities of both extremi- 
ties, operation was postponed. The bone lesion 
slowly resolved, finally clearing completely. This 
was apparently a neurotrophic lesion similar to a Char- 
cot’s joint. 

Case 5. A girl, age 18, had complained of a dull 
pain in her left knee for 2 months, the pain being 
worse at night. There was no history of trauma. 
X-ray findings showed a localized sclerosis of the 
medial tibial condyle which was suggestive of sar- 
coma. The lungs were normal. A biopsy was re- 
ported as showing cicatricial fibrous tissue and chron- 
ic inflammatory changes of the bone and synovial 
tissue, but nothing suggestive of tumor. A roentgen- 
ogram 1 month later showed further involvement of 
the head of the tibia, sarcomatous in appearance. 
Metastatic lesions developed rapidly and the patient 
died. The author mentions a second case from which 
2 biopsies were taken, both showing only an inflam- 
matory change, yet the patient died 2 years after the 
onset. In a third roentgenographically similar case 
the limb was amputated promptly, but the patient 
died within a year with pulmonary metastases. 

Case 6. A patient, age 20, complained of pain in 
the left knee joint. Physical examination and roent- 
genograms were negative. Months later, x-ray films 
showed a localized osteolytic lesion at the lower end 
of the femur which was called an osteoclastoma. A 
course of x-ray therapy was given. Roentgenograms 
immediately and 1 month after therapy showed pro- 
gression of the lesion; however, consolidation was ap- 
parent 3 months later and was almost complete at 
the end of 1 year. 

Case 7. A patient, age 31, complained of pain in 
the knee joint. Roentgenograms indicated an early 
osteoclastoma. X-ray therapy was given but the 
tumor did not respond. Subsequently the leg was 
amputated, and the x-ray diagnosis was confirmed by 
histological sections. 
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The author has observed patients with osteoclasto- 
ma who, 1 year after limb amputation, have devel- 
oped pulmonary metastases; other patients develop 
metastases as long as 15 years after a positive biopsy 
has been reported. Simple chondromas of the ex- 
tremities frequently present histological appearances 
which are regarded as chondrosarcoma. Chondromas 
of the pelvis, on the other hand, usually appear simple 
but metastases frequently develop. 

Case 8. A male, age 58, complained of pain in the 
knee joint, limitation of motion, and swelling on the 
medial aspect of the joints. The roentgenogram re- 
vealed osteoarthritic changes in the knee joint and 
some cortical irregularity of the medial aspect of the 
upper end of the tibia over which soft tissue swelling 
was shown. The findings suggested sarcoma and the 
leg was amputated. On examination the soft tissue 
tumor was found to be a Baker’s cyst. 

Case 9. A boy, age 16, complained of swelling be- 
low the knee for 1 month. There was no history of in- 
jury. The roentgenogram showed erosion of the cor- 
tex with some ill defined disintegration of the adja- 
cent cancellous tissue. Multiple rounded opacities in 
the lung were interpreted as secondary sarcoma. The 
patient died a few weeks later. The author states it 
is almost inconceivable that an earlier diagnosis could 
have been made in this case or that prompt ampu- 
tation of the leg would have appreciably affected 
the course. 
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Case ro. A male, age 60, complained of pain in the 
region of the right shoulder. Physiotherapy did not 
relieve the pain. A roentgenogram revealed some 
arthritic changes but no other abnormalities. Be- 
cause of persistence of the pain in spite of more phys- 
iotherapy, a second roentgenogram was made 4 
months later. This revealed almost complete disin- 
tegration of the scapula by secondary carcinoma. 
The latent negative period of metastatic malignancy 
may extend into months. Persistence of pain is an 
indication for periodic roentgenograms, especially in 
patients past middle life. The author believes that 
the possibility of a metastatic lesion should be con- 
sidered of any bone lesion occurring after the second 
decade, and, if surgery is contemplated, a search 
should be made for other metastatic lesions; how- 
ever, once a metastatic lesion has been established 
there is nothing to be gained by an extensive investi- 
gation to locate the primary lesion. 

The diagnosis of bone tumors is dependent on the 
radiographic and clinical evidence. Biopsies, when 
the above mentioned evidence is indefinite, are like- 
wise equally indefinite. Repeated observations ex- 
tending over weeks or months are preferred. Since 
the author has never seen a cure resulting from 
prompt amputation of a limb showing typical roent- 
gen evidence of osteogenic sarcoma, he believes there 
is nothing to be gained by undue haste and precipi- 
tate amputations. R. B. Lewis, M.D. 














MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Adair, Norman; Cooper, George, Jr.; and Patterson, 
William M.: Familial Osseous Atrophy. Radi- 
ology, 1947, 48: 509. 

A condition known as familial osseous atrophy, 
first described by Smith in 1934 is discussed. One 
case is presented. The patient, a white male, age 
25, was first seen by the authors in 1941. The con- 
dition began about 3 years prior to examination 
with bilateral plantar calluses which sloughed and 
formed large ulcers that would heal and break down 
in turn with rest and ambulation. 

The patient’s familial history showed similar con- 
ditions in a paternal grandfather, a father, and 2 
paternal uncles. 

Clinically, the patient had cold, clammy feet with 
swelling and tenderness of the distal two-thirds. 
There were draining ulcers under the innerspaces 
between the distal ends of the first and second met- 
atarsals on each foot. Neurological examination 
showed loss of heat and cold sensations over the toes 
and hyperactive reflexes of both lower extremities. 
Pulsations of the posterior tibial and dorsalis pedis 
arteries were strong and full in both feet. There was 
moderate inguinal lymphadenopathy, and micro- 
scopic examination showed this to be chronic lym- 
phadenitis. 

After 4 years without treatment the ulcers were 
found to be larger and the feet considerably shortened. 

Radiological examination at first showed necrosis 
of the distal 4 cm. of the right first metatarsal bone. 
The margin of the distal end of the remaining por- 
tion of the shaft was irregular with multiple small 
amorphous sequestra about the first metatarso- 
phalangeal joint. There was no periosteal reaction. 
The cortex was moderately decreased in density and 
the surface was slightly irregular. The only loss of 
trabeculation was in the inferior and distal cen- 
timeter where the bone appeared amorphous. The 
phalanges showed moderate atrophy and decrease 
in circumference. After 4 years there was complete 
absence of the metatarsal bones except for the prox- 
imal portions which were atrophied. The distal 
ends of the naviculars, cuboids, and cuneiforms 
were absent. The remaining bones of the feet were 
moderately atrophic. The rest of the skeleton was 
normal. 

The x-ray appearance was not that of pyogenic 
infection. Smears, cultures, biopsy studies, and 
blood and spinal fluid examinations ruled out tu- 
berculosis, fungus, leprosy, and syphilis. Blood 
calciums were normal. The skin sensitivity to cold 
and heat showed no definite outline of nervous in- 
nervation. 

In a group of similar cases reported by Tocantins 
and Reimann in 1939 both males and females were 


involved. The etiology of the disease is unknown, 
and the clinical course and radiological findings are 
characteristic. It progresses after onset to finally 
cripple the victim. No deaths have been known 
from this malady. W. Foster Montcomery, M.D. 


Curtis, George M., and Fertman, M. Been: Blood 
Iodine Studies; The Blood Iodine in Nonthyroid 
Disease. Arch. Surg., 1047, 54: 541. 


The authors present their findings in a study of 
the blood iodine level of representative patients with 
115 different nonthyroid diseases. They have found 
that these nonthyroid diseases affect the basal 
metabolic rate less characteristically than thyroid 
disease, and even more seldom cause any change in 
the blood iodine. Those deviations of blood iodine 
level which were found were practically always 
increases, and were not necessarily accompanied by 
an abnormal basal metabolic rate. 

In 11 patients with chronic cholecystitis, 9 of 
whom also had cholelithiasis, the average blood 
iodine level was significantly raised, approximating 
that found in patients with toxic goiter, but without 
change in basal metabolic rate. The 2 patients in 
whom no biliary tract calculi were present had the 
lowest values in the group. The single patient with 
obstruction of the common duct had a high blood 
iodine, but not the highest of the group. These 
elevations have particular interest in the light of the 
role the liver is thought to play in iodine metabolism. 

In a group of 14 patients with essential hyper- 
tension and hypertensive heart disease both the 
blood iodine level, as determined by the dry ash 
method, and the basal metabolic rate were signifi- 
cantly elevated. In a subsequent group of 14 other 
hypertensive patients in whom the blood iodine 
level was determined by the more recent chromium 
trioxide oxidation method, there was no truly sig- 
nificant elevation. Of 16 patients said to have hyper- 
tension without cardiac disease, only 5 had eleva- 
tions of the blood iodine, with slightly elevated 
basal metabolic rates. Among nonhypertensive 
cardiacs there was no elevation of the blood iodine, 
even when congestive failure was present. Renal 
disease does not appear to influence blood iodine 
levels, at least not until some degree of renal failure 
has occurred. The values in patients having blood 
dyscrasias and degenerative diseases demonstrated 
individual variations but no significant deviation 
common to all members of a particular category. 
However, of 5 patients with lymphatic leukemia, 
2 did show a marked elevation of blood iodine, 
accompanied by an increased basal metabolic rate. 

Among the other types of diseases studied, in the 
nonthyroid endocrine disturbances and certain in- 
fectious diseases there were interesting but incon- 
clusive deviations from the normal, both increases 
and decreases. Several skin diseases, each repre- 
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sented by a single patient, showed significant in- 
creases. There was no particular abnormality of the 
blood iodine levels found in psychic disorders, 
myelogenous leukemia, or neoplastic diseases (both 
benign and malignant) of extrahepatic and extra- 
thyroid origin. 

The article contains 4 tables elaborating the find- 
ings in all the nonthyroid diseases studied. The 
pertinent literature on blood iodine studies is re- 
viewed. BENJAMIN F. LounsBury, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Lamb, John H.; Lain, Everett S.; and Jones, Phyllis 
E.: Actinomycosis. J. Am. M. Ass., 1947, 234: 
351. 

Actinomycosis may appear near any body cavity, 
but it is most common about the mouth, and there it 
may be primary, but usually it is secondary. It is 
not regional and is found over the entire world. 

The exact nature of the causative organism has 
been disputed. An aerobic actinomyces was first 
isolated from submaxillary lesions. Later an anaero- 
bic pleomorphic organism, which changed from a 
threadlike fungus to segmented bacilli, was found in 
carious teeth, root canals of teeth, and in tonsils. It 
has been theorized that the fungus invades tissue 
previously altered by pyogenic organisms. 

The “‘straw chewing theory” is abandoned because 
there is no evidence that the organism is capable of 
maintaining growth on vegetable matter. 

Primary cutaneous actinomycosis applies to those 
cases in which the infection does not spread from a 
neighboring mucous membrane or from a systemic 
infection. Diagnosis is difficult without biopsy and 
aerobic and anaerobic cultures. 

The onset of the disease is usually insidious. There 
is a history of chronic peridontitis, with swelling of 
the soft tissues, and occasional pain. The fungus in 
company with bacteria migrates directly to the bone 
and soft tissue. After a time, the person becomes 
hypersensitive to the actinomycetes, and actinomy- 
cosis results as an allergic manifestation to a common 
parasitic inhabitant of the mouth, teeth, and tonsils. 
Most of the authors’ cases of acute actinomycosis 
have been preceded by the extraction of infected or 
pulpless teeth. 

Diagnostic features are dark red discoloration of 
the skin, projection of the lesion about the surround- 
ing skin, multiple nodules with the formation of 
ridges and furrows in the creases of the skin on the 
neck; induration, and multiple sinuses with macro- 
scopic and microscopic granules of actinomycetes in 
the pus. 

All the sulfonamides except sulfapyridine are 
recommended, with sulfadiazine favored. Eight 
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grams are given the first day, 6 gm. daily for the next 
4 days, 4 gm. daily for the next several weeks, and. 
then 2 to 3 gm. for the following 2 months. Liver 
extract—r1o units three times per week—is given 
with sulfa therapy to avoid leucopenia and agran- 
ulocytosis. 

Penicillin— 1,000,000 units daily for 10 day periods 
—has been given with success. It is recommended 
that three such courses be given. 

Roentgen therapy, with a total of 1,500 to 2,200 
roentgens has been successful and is used as an ad- 
junct to sulfadiazine. 

The authors do not favor radical surgical excision 
in acute cases because of the recurrence in the surgi- 
cal scar. Surgery may be indicated to remove 
sequestra after the infection has been controlled by 
roentgen ray therapy and drugs. 

DANIEL RucE, M.D. 


DUCTLESS GLANDS 


Langeron, L., Giard, P., and Nolf, V.: Cushing’s 
Syndrome—Anatomicoclinical Observation 
(Maladie de Cushing. Observation anatomo-clin- 
ique). Ann. endocr., Par., 1947, 8: I. 


The authors had the opportunity to follow up a 
case of Cushing’s syndrome for a period of several 
years and to obtain a detailed postmortem examina- 
tion. Contradictory observations by recent investi- 
gators have raised considerable doubt as to the true 
etiology of the syndrome. 

The symptoms and signs of the patient observed 
were divided into two phases. The first phase ex- 


tended from age 20 to age 30 years and was marked 


by hypophysial symptoms of amenorrhea and signs of 
obesity, cutaneous changes, and disturbances of the 
glucose metabolism. There were associated changes 
attributable to the parathyroid glands, chiefly gen- 
eralized osteoporosis, trabecular fractures, and even 
vertebral collapse. The suprarenal signs were only 
discreet and moderate hirsutism. 

The second phase of the illness extended from.age 
30 to death at age 33 and was characterized by the 
rapid development of vascular complications termi- 
nating in death from renal failure and pulmonary 
edema. 

At autopsy no adenoma of the pituitary was found. 
There was an excessive number of basophilic cells 
and of very large cells with degenerated and hyalin- 
ized cytoplasm. There were no lesions of the supra- 
renal glands or ovaries. The kidneys exhibited 
hyalinized sclerosis of the arterioles and early inter- 
stitial sclerosis. 

The authors conclude that the amenorrhea and 
the osteoporotic changes were of hypophysial rather 
than ovarian and parathyroid origin. 

Epwarp W. Gisss, M.D. 








